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now the clinically Dkatouned| 


androgen 


More efficient — 


no initial inactivation by liver 


Direct to bloodstream — 
without inconvenience or 


pain of injection 


Twice the potency of 


ingested methyltestosterone 


METANDREN®, methyltestosterone U.S.P. Ciba 
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mucosal absorption 
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Patient F.S. before Methium: Cardio-thoracic 
ratio 54%, blood pressure 240/160 mm. Hg? 
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After Methium: Cardio-thoracic ratio 49%, 
blood pressure 160/100 mm. Hg. This patient 
(F.S.) experienced no toxic side effects and 
did not lose a single day of work? 


Functional improvement from stabilized, 
lower blood pressure 


In the first few months of therapy, over 80 per 
cent of the patients treated with oral hexameth- 
onium have had gradual reduction in mean 
blood pressure of 20 mm. Hg or more.? With 
continued treatment, up to or beyond a year, 
this reduction can often be maintained with no 
serious side effects and no increase in dosage. 


As blood pressure is reduced, and in some cases 
even without reduction, hypertension symp- 
toms have regressed. Retinopathy may disap- 
pear, headache, cardiac failure and kidney 
function may improve. 


Methium, a potent autonomic ganglionic block- 
ing agent, reduces blood pressure by interrupting 
nerve impulses responsible for vasoconstriction. 
Because of its potency, careful use is required. 
Pretreatment patient-evaluation should be thor- 
ough. Special care is needed in impaired renal 
function, coronary artery disease and existing of 
threatened cerebral vascular accidents. 


1. Kuhn, P. H.: Angiology 4:195 (June) 1953, 


2. Moyer, J. H.; Snyder, H. B.; Johnson, I.; Mills, L. C., 
and Miller, S. I.. Am. J. M. Sc. 225:379 (April) 1953, 


3. Moyer, J. H.; Miller, S. I., and Ford, R. V.: J.A.M.A, 
152:1121 (July 18) 1953. 
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Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 
and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request } 
to the Medical Service Division, 

Ciba Pharmaceutical Products, Inc. 
Summit, New Jersey 


Priscoline hydrochloride 

(tolazoline hydrochloride Ciba) 

is available as tablets containing 25 mg., 
as elixir containing 25 mg. per 4 ce., 
and in 10-cc. multiple-dose 

vials containing 25 mg. per ce. 

Issued: Tablets, bottles of 100 and 1000; 
Multiple-dose vials, cartons of 1; 

Elixir, bottles of 478 ec. 

(approximately 1 pint) 
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Partly by their low boiling fractions but mainly by their 
red ucing action, tars exert their vasoconstrictor, astringent 
and antipruriginous qualities.’ They frequently provide 
welcome relief in senile pruritis, that “most annoying con- 


dition to plague the aged.” 


ALMAY Tar Bath contains uniper Tar (Oil of 
Juniy 


Cade) in a water-miscible base. Will not discolor skin, hair or bath- 
tub. Two to four tablespoons required to the tub of water, in which 
body should be submerged for about 10 minutes. Room, water and 
towel should be at body temperature 





Juniper Tar Ointment - greascless, non-staining, 
water-miscible preparation containing Oil of Cade, 4%, in a bland 
base consisting of a potassium stearate cream and containing also 
stearin mono-glycerol ester, cetyl alcohol, propylene glycol and 


water. To be applied two to three times daily or whenever neces- 
sary to combat itching. 


DIVISION OF Schieffelin & Co. 

22 COOPER SQUARE « NEW YORK 38, N. Y. 
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1. Rothman, J. and Shapiro, A. L.: Med. Clin. N. Amer. 33:274-5, 
Jan., 1949. 


2. Stieglitz, E. J.: Geriatric Medicine, p. 848, 1943. 
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In 1947 — First 

Vitamin-Hematinic EE ED in 1954 — First 

Tablet to Offer Folic we B Wiieatatematinic 

<a < = Tablet to Offer the 
Only Approved In- 
trinsic Factor Product 


“ORGANON’ 
EACH TABLET CONTAINS: 


Bifacton® 0.05 U.S.P. unit 
(Vitamin B,2 with 
Intrinsic Factor Concentrate) 





Liver concentrate 150 mg. 
Ferrous sulfate exsic. 100 mg. 
0.75 mg. 
Ascorbic Acid 25 mg. 
Thiamine HCI 1 mg. 
Riboflavin 1 mg. 
Pyridoxine HCl 0.5 mg. 
Niacinamide 5 mg. 
Calcium pantothenate’ 1 mg. 
Crystalline Vitamin B)2 content of 
each Cytora tablet, is 1 mg. 
SEE DIRECTIONS 9 ON OTHER PANELS 





ORGANON INC, 
Orange, New Jersey 





Available for your prescriptions 
in bottles of 100, 250, and 1000. 


Organon INC. » ORANGE. N. J. 











Looking forward 


Papers and authors you will meet 
in the March issue... 
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Today, with the use of whole liver 
and liver extracts, the patient with 
pernicious anemia, who a few dec- 
ades ago might have expected an 
early death, can live as long and as 
usefully as his nonanemic contem- 
poraries, according to William P. 
Murphy of Boston, Nobel prize win- 
ner in 1934 for his pioneer work in 
liver therapy. 

Writing on Pernicious Anemia as 
a Geriatric Problem, Dr. Murphy 
compares the effects of vitamin By», 
folic acid, and liver extract in con- 
trolling anemia, and discusses the 
diseases which complicate this con- 
dition in the older patient. 


Earlier Diagnosis of Cancer of the 
Colon as well as prompt removal by 
surgery are essential to the cure of 
the disease, warns Cyril Costello, 
medical director of the St. Louis City 
Hospital, St. Louis, Missouri. Al- 
though most physicians are aware of 
what constitutes a good gastrointes- 
tinal study, many failures in cancer 
control are due to neglect part or all 
of the steps of a thorough examina- 
tion. Dr. Costello discusses and illus- 
trates with case reports the six com- 
monest ways in which error or delay 
in diagnosis is made. 


Robert M. Lintz, instructor in med- 
icine at Cornell University Medical 
College, gives a preliminary report 


on the results of Implantation of 
Placental Tissue in Patients with 
Rheumatoid Arthritis. In a series of 
35 patients ranging from 22 to 70 
years in age, on whom implantation 
was done, 15 showed no improve- 
ment; 4, minor improvement; and 
16, major improvement. Older pa- 
tients responded to implantation in a 
manner similar to the group as a 
whole. He believes further study 
is necessary to make an accurate 
evaluation of this form of treatment. 


The Effect of Phenylbutazone in the 
Management of Rheumatoid Ar- 
thritis, Rheumatoid Spondylitis, and 
Gouty Arthritis was studied by 
Joseph C. MacKnight, Robert Irby, 
and Elam C. Toone, Jr., in a series of 
100 cases from McGuire Veterans 
Hospital and the Hospital and Out- 
Patient Department of the Medical 
College of Virginia in Richmond. 
They report 40 cases of rheumatoid 
spondylitis, with 34 improvements 
and 6 failures; 49 cases of rheuma- 
toid arthritis with 41 improvements 
and 8 failures; and 11 cases of gout 
with 10 improvements and 1 failure. 
Twenty-one per cent of the cases 
showed toxic reactions to the drug. 
e 


For these and other articles, reviews, 
abstracts, and special features, read 
every issue of Geriatrics. 
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detailed literature 


and sample 
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increases the usefulness of oral aminophylline 


In the form of AMINODROX, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AMINoDROX because gastric 

disturbance is avoided. 
Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AMINODROX, 











Mandelamine’ admitted to 


U.S.P. 








In selecting “therapeutically active agents... which reflect the best state of medical knowl- 
edge today,’ and meet the requirements of its policy on scope, the U. S. P. Committee 


on Revision has admitted to the U. S. P. XV 
METHENAMINE MANDELATE known to you as MANDELAMINE. 


In urinary tract infections, MANDELAMINE provides bacteriostatic and bactericidal action 
of approximately the same order as sulfonamides or streptomycin. Unlike sulfonamides 
and antibiotics used in urinary tract infections, bacteria do not develop resistance to 
Mandelamine; this makes Mandelamine especially suited for long continued therapy of 
chronic conditions. No serious toxic effects have ever been reported as a result of 


Mandelamine therapy. The only contraindication is renal insufficiency. 


Adult dosage: 3 to 4 tablets t. i. d. Children: in proportion 
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Pharmaceutical Manufacturers * Nepera Park * Yonkers 2, N. Y. 


k Reg. U. S. Pat. Off. of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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for specific and potent 


Flolatvadelatatem-lelateye| 


BUTAZOLIDIN relieves pain and improves function in the great majority 


of arthritic patients. Its broad therapeutic spectrum makes it valuable 


in virtually all the more serious forms of arthritis. Like other powerful 


antiarthritic agents, BUTAZOLIDIN should be prescribed according to 


a controlled regimen, based on careful selection of cases, judicious 


manipulation of dosage, and regular observation of the patient. To 


obtain optimal therapeutic results with minimal incidence of side re- 


actions, physicians are urged to send for the brochure “Essential Clini- 


cal Data on Butazolidin.” 


BUTAZOLIDIN® (brand of phenylbutazone) tablets of 100 mg. 


(1) Burns, J. J., and others: J. Pharmacol. & Ex- 
per. Therap. 106 :375, 1952. (2) Byron, C. S., and 
Orenstein, H. B.: New York State J. Med. 53 :676 
(Mar. 15) 1953. (3) Currie, J. PB: Lancet 2:15 
(July 5) 1952. (4) Davies, H. R.; Barter, R. W.; 
Gee, A., and Hirson, C.: Brit. M. J. 2:1392 
(Dec. 27) 1952. (5) Delfel, N. E., and Griffin, 
A. C.: Stanford M. Bull. 2:65, 1953. (6) Domenjoz, 
R.: Federation Proc. 11 :339, 1952. (7) Domenjoz, 
R.: Internat. Rec. Med. 165:467, 1952. (8) Gold- 
fain, E.: J. Oklahoma M. A. 46:27, 1953. (9) Gut- 
man, A. B., and Yii, T. FE: Am. J. Med. 13 :744, 1952. 
(10) Kuzell, W. C.: Annual Review of Medicine, 
Stanford, Annual Reviews, 2 :367, 1951. (11) Kuzell, 
W. C., and Schaffarzick, R. W.: Bull. on Rheu- 





matic Diseases 3:23, 1952. (12) Kuzell, W. C.; 
Schaffarzick, R. W.; Brown, B., and Mankle, E. A.: 
J.A.M.A. 149:729 (June 21) 1952. (13) Kuzell, 
W. C., and Schaffarzick, R. W.: California Med. 
773319, 1952. (14) Patterson, R. M.; Benson, 
J. F, and Schoenberg, P. L.: U. S. Armed Forces 
M. J. 4:109, 1953. (15) Rowe, A., Jr.; Tufft, 
R. W.; Mechanick, P. G., and Rowe, A. H.: Am. 
Pract, & Digest Treat., in press. (16) Smith, 
C. H., and Kunz, H. G.: J. M. Soc. New Jersey 
49 :306, 1952. (17) Steinbrocker, O., and others: 
J.A.M.A, 150:1087 (Nov. 15) 1952. (18) Stephens, 
C. A. L., Jr., and others: J.A.M.A. 150 :1084 
(Nov. 15) 1952. (19) Wilkinson, E. L., and 
Brown, H.: Am. J. M. Sc. 2253153, 1953. 
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Thiomerin, like insulin, is easy and con- 
venient to inject. It is well tolerated, and 
as predictable in effect when injected 
subcutaneously as when given intramuscu- 
larly or intravenously. 

More and more physicians are finding 


it desirable to instruct the patient or a 


Thiomerin, so that injections between 


office visits can be made on schedule. 








HOME ADMINISTRATION OF THIOMERIN:’ 


member of his family in the use of 


An attractively illustrated FREE book- 
let, giving detailed instructions for pa- 
tients on self-injection of Thiomerin, is 
available to physicians. It will save time 


and effort in explaining the procedure. 


THIOMERIN® 
SODIUM 
MERCAPTOMERIN SODIUM WYETH 


Council-Accepted Mercurial Diuretic for Subcu- 
taneous, Intramuscular, or Intravenous Injection 


Philadelphia 2, Pa. 














Fig. 1 “*Roentgen examination .. . revealed the ulcer to 
be very much in evidence.” 





Fig. 2 In ten weeks “the ulcer niche was no longer in 
evidence roentgenologically or gastroscopically.” 


Clinical Evaluation of Pro-Banthine” 


The case report described below offers significant 


evidence of the high potency in low dosage of the new, 


well-tolerated anticholinergic agent, Pro-Banthine. 


“M. D., female, aged 48, had a posterior gastro- 
jejunostomy 14 years ago for duodenal ulcer. The 
patient was fairly well until nine months ago 
when severe, intractable pains occurred. She was 
hospitalized and a subtotal gastrectomy was done. 

“She remained well for only a few months and 
was referred to us because of recurrence of very 
severe pain and marked weight loss. Roentgen 
study revealed a fairly large ulcer niche on the 
gastric side of the anastomosis. 

“The patient had been on various types of 
antacids and sedatives without relief from pain. 
She was given 60 mg. of Pro-Banthine q.i.d. and 
within 72 hours was able to sleep through the 
night for the first time in weeks. 

“At the end of two weeks of such treatment 
the patient had absolutely no pain and felt that 
she had been ‘cured.’ Roentgen examination at 
this time revealed the ulcer to be very much in 
evidence (Fig. /). Much persuasion was neces- 
sary to make the patient realize the importance 
of maintaining her diet and therapy. 
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“Ten weeks of controlled regulation was neces- 
sary before we were satisfied that the ulcer niche 
was no longer in evidence roentgenologically or 
gastroscopically (Fig. 2). 

“She has been maintained on 30 mg. [q. i. d.] 
of Pro-Banthine for almost five months with no 
recurrence of symptoms.”’! 

Pro-Banthine (brand of propantheline bromide), 
the new, improved anticholinergic agent, is more 
potent and, consequently, a smaller dosage is 
required and side effects are greatly reduced or 
absent. It is available in 15 mg. tablets as well as 
in tablets (15 mg.) with Phenobarbital (15 mg.) 
and in 30 mg. ampuls. 

Peptic ulcer, gastritis, intestinal hypermotility, 
pancreatitis, genitourinary spasm and _ hyperhi- 
drosis respond effectively to Pro-Banthine, orally, 
combined with dietary regulation and mental re- 
laxation. G. D. Searle & Co. Research in the 
Service of Medicine. 


1. Schwartz, I. R.: Personal communication, Feb. 9, 1953. 
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a wide range of i 


nfections due to 


in the treatment of 
gram-positive and gram-negative bacteria, spirochetes, 


arge viruses and protozoa. 





rickettsiae, certain | 






oral administra- 


rapid Within an hour after 
° tion in fasting OF non-fasting state, 
m concentrations of 


absorption effective seTU 


Terramycin may be attained.’ It is 

. widely distributed jn body fluids, Or- 
wide : . gans and tissues and diffuses readily 
distribution h the placental membrane-" 3 
Immediate evidence of Terramycin’s 
efficacy 1S often obtained by the rapid 
f temperatur : 


prompt 
Widely used among P2 
response ages, this tested proad-spectrum anti- 
piotic 1s welt tolerated,” often when 
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other antibiotics are not. 


excellent 
1. Sayer, R. J., et als: Am. J. M. Se. 


2. Welch, H.: Ann. New York Acad. Ss 


e 
toleration 
- 3. Werner, C. A., et al.: Proc. Soc. 
74: 261 (June) 1950. 
4. Wolman, B., et al.: Brit. M. J. =419 (Feb. 2 
5. Potterfield, T- G., et al.: J- 
(Jan.) 1951. 
6. King, E- Q., et a 


221:256 ( Mar.) 1951. 
¢. §3:253 (Sept.) 1950. 
Exper. Biol. & Med. 


3) 1952. 
Philadelphia Gen. Hosp. 2:6 


1.:J.A.M.A- 143:1 (May 6) 1950. 


al, parenteral and topical forms. 


Available in convenient or 
PFIZER LABORATORIES; Brooklyn 6s N-Y. 


Division, Chas. Pfizer & Co., Inc. 








salt-free neednt mean flavor-free 


DIASAL is enthusiastically endorsed by low-salt dieters 

for the zest and flavor it gives to pallid, sodium-restricted meals. 
So closely does it match the appearance, texture 

fopele Mi Cot-}(-Mo) a (oto) (-M-ledhmitelotmolentl-velmecol s\ve- elem Com igolieg 

diet instructions is virtually assured. 


DIASAL contains only potassium chloride, glutamic acid 

and inert ingredients...no sodium, lithium, or ammonium. 

It may be used safely for extended periods, both at the table 
and in cooking. Because of its potassium, DIASAL may 

Jol-Wro Maced tt Lodo) (Mi orde)osebia loco Comore rent el-1am ole) (ors-pitbecWe(-yo)(-1toyen 


DIASAL 


joTofel delet tele fMen Zottloto) (Me bem Aol tb elel-ME:jolot ¢-se-Metele Ml stro)tbelel-Mm elelttt-t 


Send for liberal supplies of tasting. samples and low-sodium-diet sheets 
for your patients. 


= FOUGERA = 


E. FOUGERA & COMPANY, INC. 
75 Varick Street, New York 13, N. Y. 





asuitable choice for 
lipotropic therapy in 


CIRRHOSIS ¢ CORONARY DISEASE 
ATHEROSCLEROSIS ¢ DIABETES 


Gratifying clinical improvement .reported with the 

use of lipotropics in cirrhosis, coronary disease, 

atherosclerosis and diabetes has ‘resulted in wide- 

spread adoption of this therapy. 

The choice of the lipotropic used is critical to the 

patient’s response and the success of this manage- * 
ment. Gericaps offers a high potency lipotropic for- 

mula plus extra factors to assufe optimal results. 


Each Capsule Supplies: 


CHOLINE & INOSITOL synergistically equivalent 
to aproximately 1 Gm. of choline dihydrogen 
citrate. Superior potency of the tre lipotropic factors. 





prevent or improve capillary fragility and/or per- 


+ RUTIN 20 mg. and VITAMIN C 12.5 mg. To help 
meability. 


To aid in compensating for deficiencies in a fat and 


+ VITAMIN A 1000 units and B-COMPLEX 7.25 mg. 
cholesterol restricted diet. 


Supplied in bottles of 100 


gWERMAN GA $ 
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an evaluation of 
THE WHOLE FRESH ORANGE 
AS A DIET FOOD 


More and more nutritionists are recogniz- 
ing the values whole fresh oranges can 
contribute to almost every type of diet. 
They are appearing in many diets to- 
day because fresh oranges, peeled and 
eaten, provide significant help in solving 
two of the problems involved in diets. 
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1. While relatively low in calories, 
the bulk and natural fruit sugars 
of fresh oranges are a helpful aid 
in satisfying appetite. 


2. Under a restricted food intake, 
the vitamin and mineral content 
of foods prescribed becomes more 
important. The ratio of vitamins 
and minerals to calories is high 
in the orange. 





Furthermore, while the value of orange 
juice with its high vitamin C content 
should certainly not be minimized, sev- 
eral of the valuable factors in oranges 
are found in greater quantity in the meat 
of the fruit. 

These substances include carotene 
(which helps satisfy the vitamin A re- 
quirement) , bioflavonoids, inositol (a lip- 
otropic B vitamin), and the protopectins, 
which have a useful physiological effect 
as distinguished from a nutritional value. 

Considering these many values of the 
whole orange, doesn’t it seem sound pro- 
cedure to include fresh oranges in the 
diets you may recommend? 
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Sunkist Navels are generally regarded 
as the world’s finest eating oranges. Rich in 
flavor, no seeds, and easy to peel. 
Sunkist Growers, Los Angeles 54, California. 


@ 
Sunkist CALIFORNIA-ARIZONA NAVEL ORANGES 
® 
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eeefOr wide-spectrum antibacterial 
therapy: GANTRICILLIN=300 *Roche,* 
Each tablet provides 300,000 units 
of penicillin PLUS 0.5 Gm of 
Gantrisin, the single, highly 


soluble sulfonamide, 
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eeewWith the new Gantricillin=300 
tablet *Roche.* A convenient way 
of administering 300,000 units 

of penicillin PLUS 0.5 Gm of 


Gantrisin, the single, soluble 


sulfonamide, 
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. . . for a satisfactory preparation in the management of hypercholesteremia 


KAONICHOL 


(C) 





Typical Response of a Hypercholesteremic Patient to 20 cc. of MONICHOL* Daily in Divided Doses** 
MONICHOL STARTED MEDICATION STOPPED , MEDICATION RE-STARTED 
M.R.? ,Age 67, 35° . a : 


Cardiovascular 395 
Accident 





300 
275 
Serum 
Cholesterol 250 
mg per 100 mi. 
2.5 
2.0 
1.5 
Urine ws 
Cholesterol 0.5 
mg per 24 hrs. 
200 
Urine 150 
Formaldehydo- 
genic 100 
Steroids Gamma 
per 24 hours i = 3. e % Ge oe. 6: 9 Wie wk 42 1S MOS 16 a7 


WEEKS OF OBSERVATION 
The above graph demonstrates the effectiveness of MONICHOL in enhancing 
the stability of the serum lipid emulsion by: 4 normalizing elevated serum choles- 
terol levels, @ changing the character of the excess serum cholesterol to facilitate 
urinary excretion, and ® making the excess serum cholesterol more readily available 
for utilization by the adrenal cortex in steroid synthesis.** 
The sense of well-being experienced by patients on MONICHOL is attributed by 
the investigators** to better utilization of excess serum cholesterol by the adrenal 
cortex. MONICHOL is entirely non-toxic. 
The red portion of the graph shows that uninterrupted daily intake of MONICHOL is 
essential, because hypercholesteremia is probably due to an inborn error of metabolism. 


Indications: For the therapeutic and prophylactic management of hypercholesteremia so frequently associated 
with cardiovascular disease and diabetes. 


Formula: Each teaspoonful (5 cc.) contains: , Dosage: Two teaspoonsful twice daily after meals. 
Polysorbate 80 500 mg . 
4: : i Supplied: Bottles of 12 oz. 
Choline Dihydrogen Citrate 500 mg. Rea eg 
Inositol 250 mg. _ Literature on request 
**Sherber, D. A., and Levites, M. M.: Hypercholesteremia, Effect on Cholesterol Metabolism of a Polysorbate 80-Ch 
Complex (MONICHOL) J.A.M.A, 152:682 (June 7 0} 1953 
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IN ARTHRITIS 
three jumps ahead... 






a 


massive 
salicylate 
dosage 







To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 

There is significant evidence that salicylates, 


through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 


* 


adrenal cortex. 





This new concept of salicylate action explains 
many of the clinical results obtained with 
Salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 





FORMULA 
Sodium Salicylate..5 gr. (0.3 Gm.) 


Aluminum Hydroxide Gel. ¥ \ 


dried 2 gr. (0.12 Gm.) i - 

Calcium Ascorbate...1 gr. (60 mg.) ee - 
auibidiak 0c iny, fosacan ; massengill 
Acid) 


Calcium Carbonate...1 gr. (60 mg.) BRISTOL, TENN. 
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Anemia... 








in the Presence of Iron? 


Many anemic patients continue to show a subnormal blood 
picture despite adequate iron therapy. Furthermore, ample 
systemic iron reserves have been demonstrated in many 
markedly anemic patients. In such cases, depression of the 
hemopoietic function due to bacterial or virus infection, or 


anemia. 


Roncovite offers, for the first time, the 
specific bone marrow hemopoietic action 
of well-tolerated cobalt plus adequate 
supplementary iron for those lacking in 
“systemic iron reserves.” 

In iron deficiency anemia— 

where iron has been the standard treat- 
ment—Roncovite produces a faster 
response, greatly superior erythropoiesis 
and up to fourfold increases in the utili- 
zation of iron.* 


In anemia accompanying infection— 

or chronic inflammatory disease—where 
iron is useless—Roncovite induces, in 
many cases, a striking and dramatic 
hemopoietic response.® 

Rapid Improvement— 

The patient often voluntarily reports an 
increased sense of well-being within a few 
days—as reported by documented clinical 


evidence. 
SAFE— 


Even During Sustained Use 
Cobalt has the same low order of toxicity 








to allergy, is very frequently the cause of the anemia. 

This accounts for the poor response so often reported 
where iron alone has been given’, in “low-grade anemias”’ of 
children’, nutritional anemia’ and other forms of “‘secondary”’ 


Such limited response has raised the question—is iron the 
complete answer to basic anemia therapy? 

Recent research** suggests that the answer is NO—a more 
basic approach should aim at stimulating the depressed bone 
marrow, the‘‘organ”’ responsible for effecting erythrogenesis, 
mobilization of iron reserves and hemoglobin synthesis. 


RO N C OVI r E* The First True Hemopoietic Stimulant 


as iron. Moreover, cobalt is rapidly and 
almost completely excreted via the urine, 
so that there is little if any cumulative 
effect even after periods exceeding 100 
days of continuous parenteral use. The 
body shows no significant amounts of 
cobalt 48 hours after the last dose. 
*The Orginal, Proved Cobalt Product. 


SUPPLIED: 


Roncovite Tablets—enteric coated, red. Each 
contains cobalt chloride, 15 mg.; ex. ferrous 
sulfate, 0.2 Gm.; bottles of 100. Dose: one 
tablet 4 times a day. 

Roncovite Drops—each 0.6 cc. contains 
cobalt chloride, 40 mg.; ferrous sulfate, 75 
mg.; bottles of 15 cc. with calibrated dropper. 
Dose: 0.6 cc. daily. 

REFERENCES: 
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4. Rohn,R.J.; Bond, W. H., and Klotz, L. J.: 
J. Ind. St. Med. Assoc. 46 :1253 (Dec.) 1953. 

5. Rohn, R. J., and Bond, W. H.: Journal- 
Lancet 73 :301 (1953). 

6. Wolf, H.: Med. Monatsshr. 5:239, 1951. 
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A 
THE FLEET ENEMA oisrosasie unit 


FOR OFFICE, CLINIC, HOSPITAL, OR HOME USE 


For proctoscopy and sigmoidoscopy""’”’ 
_ For preoperative cleansing and postoperative use” 
- To relieve fecal or barium impactions”**” 
For use in collecting stool specimens ©’ 
As a routine enema 
In ready-to-use polyethylene “squeeze bottle”. . . sanitary rectal tube sealed in 


cellophane envelope . . . distinctive rubber diaphragm prevents leakage and controls 
rate of flow. Each single use unit of 41/2 fl. ozs. contains in each 100 cc., 16 Gm. 

sodium biphosphaté and 6 Gm: sodium phosphate — an enema solution of Phospho-Soda 
(Fleet), as effective as the Usual enema of one or two pints... provides complete 

left colon catharsis in two fo five minutes. 


(1) Sweatman, C. A.: J. So. Carolina M. A., 49:38, 1953. (2) Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 
(3) Hantilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., Mosby, 1952, p. 69. (4) Burnikel, R. H., & Sprecher, 
H. C: Am. J. Dig. Dis. 19:191, 1952. (5) Marks, M. M., Personal Communications, 1952-53. 


C. B. FLEET CO., INC. - LYNCHBURG, VIRGINIA 


‘Phospho-Soda’ and ‘Fleet’ are registered trademarks of C. B. Fleet Co., Inic. 


New — Gentle... 
Prompt ... Thorough 
The FLEET ENEMA 

in the “squeeze bottle” 


disposable unit 


Lederle 


DeiIphicol* 


Choline — Methionine —Inositol—Folic Acid —Vitamin B,, Lederle 
CAPSULES 


FOR ORAL LIPOTROPIC THERAPY 


DELPHICOL is of proven value as a lipotropic agent in 
the treatment of fatty cirrhosis of the liver resulting from 
choline deficiency. Adjuvant use of INTRAHEPTOL® Liver 
Concentrate Lederle has been found definitely beneficial, 
in conjunction with a high-protein, high-vitamin diet. 


DELPHICOL Capsules contain: Choline Bitartrate, 350 
mg.; dl-Methionine, 190 mg.; Inositol, 38 mg.; Folic 
Acid, 0.2 mg.; and Vitamin Biz, 2 micrograms 
(as present in concentrated extractives from strepto- 
myces fermentation). 


DELPHICOL Tricholine Citrate with Methionine, an 
aqueous solution of tricholine citrate, 12%, and 
Methionine, 3%, is also available. 


DELPHICOL Capsules are supplied in bottles of 100 and 
1,000; DELPHICOL Tricholine Citrate with Methionine in 
16 fluid ounce bottles; INTRAHEPTOL® in 10 cc. vials. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Goanamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 


=e 
DELPHICOL 


CAPSULES 








In the many instances encountered in 
everyday practice when dietary adjustment 
assumes a therapeutic role, the special diet 
gains in nutritional value when the bread 


included is enriched bread. 


Enriched bread, today the bulk of 
commercial bread, contains important 
amounts of added B vitamins, iron, and in 
most instances nonfat milk solids. Because 
it supplies significant quantities of essen- 
tial nutrients that are metabolically re- 
quired regardless of the condition under 
treatment, enriched bread deserves a place 
in virtually all special purpose diets, in- 
cluding those for weight reduction. In the 
latter, two or three slices of enriched bread, 
the quantity usually allowed, contribute 
needed calories as well as essential nutri- 
ents in noteworthy amounts. 


the place of 
Enriched Bread 
Th 
Dietotherapy 


In compliance with government regulations, 
enriched bread, per pound, provides at least 
1.1 mg. of thiamine, 0.7 mg. of riboflavin, 
10 mg. of niacin, and 8 mg. of iron. By and 
large, enriched bread as marketed also sup- 
plies about 400 mg. of calcium and 39 Gm. 
of protein. Since the protein consists of 
flour and milk proteins, it is biologically 
valuable for growth as well as tissue main- 
tenance. Thus enriched bread can make a 
significant contribution to the satisfaction 
of daily requirements in dietotherapy. 


Bread rounds out virtually every diet. 
Because it is readily digested and contains 
only an insignificant amount of indigestible 
residue, enriched bread is rarely —if ever— 
contraindicated. 


y The Seal of Acceptance denotes that the nutri- 
Poumon tional statements made in this advertisement are 
; acceptable to the Council on Foods and Nutrition 

of the American Medical Association. 


AMERICAN BAKERS ASSOCIATION 


20 North Wacker Drive 


e Chicago 6, Illinois 
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Potent in oral 


systemic anti-inflammatory therapy 
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brand of hydrocortisone 


a“ 





Studies indicate that hydrocortisone is the predominant 
natural anti-inflammatory hormone, and extensive investigations 
have demonstrated its superior therapeutic efficacy. 


Clinical reports comparing hydrocortisone with cortisone 
note that hydrocortisone produces maximal therapeutic benefits 
with smaller initial and maintenance dosage requirements 
and decreased endocrine complications.'? 
| 
Rheumatoid arthritis 


Osteoarthritis 


ortril 


of proved therapeutic merit in: 


Acute rheumatic fever 


Addison’s disease 


Bronchial asthma 


| 
| 

| Acute and chronic ocular disorders and 
| other conditions responsive to systemic 
| 


adrenocortical hormone therapy 


supplied: CORTRIL Tablets, scored, 20 mg., in bottles of 20. 


also available: (RIL Acetate 
Ophthalmic Ointment 
in 1 /8-oz. tubes in strengths of 0.5% and 2.5% 
Topical Ointment 
in 1 /6-0z. tubes in strengths of 1.0% and 2.5% 
Aqueous Suspension for intra-articular injection 
in 5-cc. vials, 25 mg. per ce. 







PFIZER SYNTEX PRODUCTS 
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NeW 


{nti-inflammatory and anti-infective 
management in ocular disorders 


acetate 


) or G r i l ophthalmic suspension 


brand of hydrocortisone acetate 


with” fT CrraAN YC 1D hydiehloride 


brand of oxytetracycline hydrochloride 


‘Pfizer 


New therapeutic approach in ocular disorders 


The combination in one preparation of CORTRIL, the topically effective 
anti-inflammatory hormone, and TERRAMYCIN, the broad-spectrum 
antimicrobial agent, represents a new attainment in ophthalmologic therapy. 


Clinical studies reveal that topical hydrocortisone is significantly superior 


345 in reducing local edema and controlling excessive tissue 


to cortisone 
reactions due to allergens, infection, or trauma in diseases of the anterior 


segment of the eye. 


TERRAMYCIN, with its broad antimicrobial spectrum, is an antibiotic of 
choice to curtail the growth of primary or secondary infecting organisms, 
Thus in ocular inflammation where infection coexists, is suspected, 
or anticipated, administration of CorTRIL Ophthalmic Suspension 
with TERRAMYCIN provides unexcelled therapy. 
| 7 
| Blepharitis 
Cortril | Conjunctivitis 
‘oh : | Corneal ulcer and other corneal afflictions 
WIN “Verramycin 
: Scleritis 


of distinct advantage uns Iritis and other conditions responsive to 


| 
topical adrenocortical hormone therapy 


supplied: Each cc. of cortrit Acetate Ophthalmic Suspension with 
TERRAMYCIN, sterile, contains 15 mg. of CORTRIL acetate and 5 mg. 

of TERRAMYCIN hydrochloride, in amber bottles of 5 cc. with a sterile 
eye dropper. 

references: 

1. Boland, E. W.: Ann. Rheum. Dis. 12:125, 1953. 2. Boland, E. W.: California Med. 
77:1, 1952, 3. Laval, J.: A.M.A. Arch. Ophth. 59:299, 1953. 4. McDonald, F. R.; 


Leopold, I. H.; Vogel, A. W., and Mulberger, R. D.: A.M.A. Arch. Ophth. 49:400, 1953. 
5. Steffensen, E. H.: J.A.M.A. 159:1660, 1952, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
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NEW- 
a sheer 


elastic stocking 
that gives 
perfect support, 
100 


Baver & Black De Luxe nylons exert 
therapeutically correct pressure 
from ankle to thigh—yet look like 
fine hosiery on the leg. 


You can be sure your patient will fol- 
low the elastic stocking regimen you 
prescribe when she wears Bauer & 
Black Sheer De Luxe nylons. They 
are truly inconspicuous—so sheer 
that your patient can wear them 
without overhose. 

And you can be sure she’s getting 
correct support, too. Bauer & Black 
Elastic Stockings are fashioned to 
the shape of the leg to assure proper 
remedial support at every point. 
Pressure diminishes gradually from 
ankle to thigh, gently speeding ven- 
ous flow. 

Fashionable light shade won’t dis- 
color. Light and cool. Easy to wash. 
Quick drying. Open toe for freedom 
and comfort. 

You make certain of both correct 
support and patient cooperation when 
you prescribe Bauer & Black stock- 
ings. That’s why more doctors pre- 
scribe them than any other brand. 


| (BAUER & BLACK) | 


ELASTIC STOCKINGS 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Illinois 
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FASHIONED FOR THERAPEUTICALLY 
CORRECT SUPPORT 


BAUER & BLACK FASHIONED 
STOCKING knitted with rear- 
fashioning seam so that pressure 
is adjusted to leg contours, avoid- 
ing undesirable constriction. 
Pressure decreases gradually 
from ankle up, thus gently speed- 
ing circulation. 
Shading indicates correct pressure 
pattern of Baver & Black 
Elastic Stocking. 
































Normacid tablets are 
specially constructed to 
") release Hydrochloric 
_ Acid gradually 

in the stomach 
—at a more 
normal rate 












Normacid | 


stuart 


Mrtwricewios! 


<> Better tolerated - more effective 
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normalize fat metabolism... 


protect the liver... 





LIPOLIQUID 


Each tablespoonful (15 cc.) contains: 


Choline* (equivalent to 9.15 Gm, 


of choline dihydrogen citrate) . - 3.75 Gm. 
Wiens 2 ks lt ls 4.20 mcg. 
oo ee er ie a eee, 


*As tricholine citrate. 
Pint bottles. 


Dosage: 1 to 2 tablespoonfuls daily for adults. 
LIPOLIQUID is sugar- and alcohol-free. 


aheside 








In your diabetic, cirrhotic, 
overweight and geriatric patients 
liver damage may be aggravated 

by dietary restrictions and other factors 
which reduce intake of lipotropics essential 


for liver protection. 


LIPOCAPS and LIPOLIQUID 
provide the massive doses of choline 

and other important lipotropics needed 

to improve hepatic function, facilitate 
mobilization and transport of fat and curb 


fatty infiltration of the liver. 


LIPOCAPS 


Each orange capsule contains: 


Choline bitartrate . ....... =. 450 mg. 
dl-Methionine te we Ss et Sy 
re ee ee me 


Bottles of 100. 


Dosage: One capsule three times daily. 


MOPAMHOVCS, INC., MILWAUKEE 1, WISCONSIN 

















Cardiac Arrhythmias in the Aged 
David Scherf, M.D., F.A.C.P. 


HERE are no characteristic arrhythmias or typical electrocardiograms 
in elderly people. A normal electrocardiogram can be seen even in 
patients 100 years old. On the other hand, a negative T wave in lead I, 
a widened ORS complex, auriculoventricular block or auricular fibrillation 
are abnormal in any age group. These changes are, however, encountered 
far more commonly in elderly patients. Often they appear without the patient 
being aware that his heart is abnormal. Responsible, in many instances, for 
the increased incidence of electrocardiographic abnormalities in the old is 
slowly progressive fibrosis due to the occlusion of countless small vessels 
(coronary sclerosis with myocardial fibrosis). Frequently, in the aged, 
combinations of several disturbances of rhythm and other electrocardio- 
graphic abnormalities are found. 
It is often stated that such alterations are of less significance in the aged. 
This is certainly untrue. Only the fact that a chronic process may be respon- 
sible makes the outlook appear a little better. 


DISTURBANCES OF SINUS RHYTHM 


Sinus bradycardia 

This is not rare in elderly patients. In a study of 100 inmates of a home 
for the aged, all over 70 years of age, 13 instances of sinus bradycardia were 
found.’ In another study of 60 patients, all over 61, the heart rate was under 
60 per minute in 57 per cent.* 

This bradycardia is usually acquired; rarely it appears in certain families. 
It may persist for years or appear only transiently. It is a useful phenomenon 
DAVID SCHERF, @ graduate of the University of Vienna Medical School in 1922, specializes in 


cardiology, and serves as professor of clinical medicine at New York Medical College. 
He is an honorary member of the Argentinian, Brazilian and French heart assoctations. 
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since cardiac work with slow rate and large filling is more economical. A 
bradycardia appears typically in athletes in active training. It should never 
he treated and does not contraindicate digitalis therapy when this is needed. 
Abnormal metabolic or vascular processes in the sinus node are probably 
responsible. Since the rate rises but little after administration of atropine and 
in view of the age, a high vagus tonus should not be considered. 


Sinus tachycardia 

Heart rates over 100 are not rare and occasionally much higher values 
are found without any discernible reason. In a series of 102 elderly patients 
without history of cardiovascular disease, 8 had sinus tachycardia* and 
another observer’ found a sinus tachycardia in 16 per cent of his patients. A 
fast rate represents a strain on the heart. No specific therapy is available 
since digitalis does not reduce the rate in compensated patients and quinidine 
is useless. Therefore the sinus tachycardia persists for many months or years, 
occasionally subsiding gradually for unknown reasons. 

The appearance of auricular fibrillation is advantageous in these patients, 
who often suffer from coronary sclerosis, since the activity of the ventricles 
can then be slowed by digitalis. 


Sinus arrhythmias 

Sinus arrhythmias, particularly in the respiratory form, do occur, 
although not as frequently as in children and adolescents. While a fixed 
regular rhythm at rest is abnormal in the younger age group and not found 
in the healthy heart, it is common in the aged and of little significance. In 
patients with an acute coronary thrombosis or in those with a slow fibrotic 
occlusion of the coronary artery supplying blood to the sinus node, marked 
sinus arrhythmia occurs and often does not follow the respiratory cycle. 


Shifting pacemaker 

There are 2 forms of this phenomenon. In 1, sinus rhythm alternates 
with a rhythm of the upper atrioventricular node (coronary sinus rhythm). 
This is very common in the younger age groups but occurs at any age. Another 
form shows continuously varying forms of the P waves and changes of the 
rate as in figure 1. This disturbance is often found in old age and has practical 
importance since it is soon followed by auricular fibrillation which may be 
prevented by the administration of quinidine. In this disturbance, several 
ectopic centers in the sinus node and the atrioventricular node form stimuli 
simultaneously and thus a competition of several centers appears to be present. 

This arrhythmia is also common in coronary sclerosis. If a coronary 
thrombosis is present, it usually involves the right coronary artery. Since this 
vessel supplies most of the blood to the sinus node, the arrhythmias discussed 
appear not infrequently in posterior wall infarction. 


Carotid sinus syndrome 


Although hypersensitivity of the sinus is often reported in elderly patients, 


this conclusion is frequently unjustified. While in these patients carotid sinus 
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Fic. 1. Shifting pacemaker and extrasystoles from 2 different patients. Note change of form of P 
waves and changes of rate. P waves are positive, negative, or iso-electric since stimuli originate in upper 
or lower parts of sinus node or upper atrioventricular node (coronary sinus node). If they originate 
simultaneously in both nodes the P wave is iso-e'ectric. The upper tracing is from a 65-year-old man 
(lead II) and the lower tracing from a 69-year-old man (lead aVF). The clinical diagnosis was coronary 
sclerosis in both instances. 


pressure does induce exaggerated responses with long ventricular standstill, 
this cannot be attributed to an increased sensitivity of the receptors in the 
carotid sinus. Rather, the asystole is often caused by 2 intracardiac factors. 
First, as shown by Wenckebach, an abnormal heart responds to vagal stimu- 
lation in an exaggerated manner as compared to the healthy one. Since carotid 
sinus pressure leads to a release of acetylcholine in the sinus node, it may 
be expected that a stronger response to this substance will be observed in a 
damaged heart. The second factor, often overlooked, is the behavior of the 
deeper centers during carotid pressure. In the normal heart, when the 
auricular centers are inhibited, the ventricular centers which are not under 
vagal control, take over immediately and the ventricles continue to contract 
at only a slightly lower rate. In the abnormal heart, on the other hand, these 
centers are not able to perform as efficiently ; this results in a prolonged cardiac 
standstill during inhibition of the higher, auricular centers. In the aged, 
the ventricular centers are often abnormal due to vascular changes and 
therefore respond abnormally to carotid pressure. Perusal of the literature 
shows that in studies on the carotid sinus syndrome most patients with an 
abnormal cardiac response were 60 years and older.* 

It should be noted that in elderly patients carotid sinus pressure should 
not be exerted for longer than five to eight seconds. Prolonged pressure, or 
“carotid massage,” is dangerous and may lead to disturbances of the central 
nervous system such as convulsions and hemiplegia. 


EX TRASYSTOLES 


Pax TYPES of extrasystoles are definitely more common in the older age 
group. Extrasystoles in patients over 70 may appear for years without any 
evidence of heart disease. They were found in 20 per cent of the inmates of a 
home for the aged;’ in another study of many elderly people extrasystoles 
were observed in 31.9 per cent.’ In our opinion, ventricular extrasystoles are 
most common, but others believe that the auricular form is encountered more 
often. In elderly patients with coronary sclerosis, auricular extrasystoles are 
frequent precursors of auricular fibrillation (figure 2). 

Ventricular extrasystoles which appear after physical exertion are pre- 
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Fic. 2. The upper tracing, from a 82-year-old woman admitted with heart failure, shows 4 auricular 
extrasystoles after each normal sinus beat; the extrasystoles appear at irregular intervals. The lower 
tracing was obtained 4 days later from the same patient. Auricular fibrillation is present (both tracings 
represent lead II). 


sumptive evidence for coronary sclerosis; in the healthy heart they tend to 
disappear during and immediately after exercise. In the younger age groups, 
therefore, we hear the typical report that the extrasystoles disappear on 
exertion while in the elderly patient they often appear just at that time. 

With harmless extrasystoles the same electrocardiographic pattern persists 
for many years. However, the presence of ventricular extrasystoles which 
exhibit varying forms, as shown in figures 3, 4, and 5, always indicates 
organic heart disease. Multiform ventricular extrasystoles also appear during 
digitalis therapy, particularly in elderly patients. However, here too, heart 
disease must be present as toxic amounts of digitalis given to individuals 
with healthy hearts fail to produce extrasystoles. 

If the administration of digitalis is continued, and occasionally in patients 
not on digitalis, the multiform extrasystoles increase in number until a 
pattern like that shown in figure 4 appears. Alternating forms of extrasystoles 
and abnormal ectopic idioventricular beats (penultimate complex in lead IIT) 
are seen. For good reasons, such arrhythmias have been called terminal 
extrasystoles or “anarchie ventriculaire,” since all too often they are followed 





Fic. 3. Standard leads and Ve and Vs obtained from a 71-year-old patient with congestive heart 
failure caused by coronary sclerosis. Sinus beats have a P-R interval of 0.22 second and show evidence 
of an intraventricular block. There is a ventricular bigeminy with variform ventricular extrasystoles. The 
width of some extrasystoles measures 0.16 second, indicating a slow spread of excitation wave over the 
ventricles. No digitalis had been given. 
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Fic. 4. A tracing taken from a 63- 
year-old man with congestive cardiac 
failure and coronary sclerosis, who had 
received an unknown quantity of dig- 
italis before hospital admission. The 3 
standard leads and chest leads Vi and 
Ve are shown. Auricular rate is ap- 
proximately roo and no clear relation 
between auricular and ventricular ac- 
tivity could be established. Ventricular 
extrasystoles with continuously chang- 
ing forms are present and in some 
areas (lead III and Vz) ventricular ex- 
trasystoles with alternating direction 
of the ventricular complexes appear. 
There are abnormal ectopic beats 
(penultimate complex in lead III). 
Such extrasystoles and abnormal auto- 
matic beats are seen in myocardial 
damage, particularly after administra 
tion of digitalis. 


Fic. 5. A tracing from a 70-year 
old man with congestive heart failure 
caused by coronary sclerosis. He had 
received 1 mg. of digitoxin two days 
before admission. The 3. standard 
leads and chest lead CRe are shown. 
An auricular tachycardia is present 
with an average rate of 138 with 
changes of rate and varying form of 
P waves (see lead II and CRz). There 
is varying degree of atrioventricular 
block. The conducted beats show pat 
tern of right bundle branch block and 
multiform ventricular extrasystoles. 


by sudden death, probably caused by ventricular fibrillation. In such cases, 
in the presence of intraventricular or auriculoventricular block, great caution 
should be taken in using quinidine as it may cause ventricular fibrillation. 
If these arrhythmias are not caused by digitalis, they are, contrary to wide- 
spread opinion, not a contraindication to digitalis and they may actually dis- 
appear during its administration. It must be emphasized, however, that one 
must be absolutely certain that digitalis is not the cause of the extrasystoles. 

Although in the aged, as in the young, extrasystoles are frequently 
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asymptomatic, one complaint which is rather common is a peculiar cough 
which coincides with each extrasystole and often is misinterpreted. It is the 
result of a reflex probably originating in the heart itself. 

The treatment of extrasystoles is independent of the age of the patient. 
The 2 groups mentioned, which, because of the danger of ventricular fibrilla- 
tion, always require therapy, are the frequent auricular extrasystoles due to 
coronary sclerosis which precede auricular fibrillation, and the series of 
multiform ventricular extrasystoles. It should be stressed that the 3 drugs 
used most commonly at the present time in disturbances of stimulus formation, 
namely digitalis, quinidine, and procaine amide, should be administered with 
great caution, as toxic effects appear more frequently in the aged. All these 
3 drugs may elicit extrasystoles. The most dangerous arrhythmias caused 
by digitalis have been seen in the elderly patient who has been treated with the 
so-called full-dose regime of digitalis. This recent trend is to be condemned, 
as it does not take into consideration the individual variations of each patient. 
A patient cannot be treated in the same way that an experimental animal is 
handled. One never knows in advance how much digitalis will be needed or 
how small a dose of digitalis will suffice to release extrasystoles. 


PAROXYSMAL TACHYCARDIAS 


E XACT statistics on the incidence of paroxysmal tachycardias in the elderly 
patients are not available. They are certainly common, and there is little 
doubt that the ventricular variety is more frequent than in younger patients. 
The increasing incidence of myocardial pathology is probably responsible 
for this. 

One form of auricular tachycardia, however, which is seen with increasing 
frequency in the aged, is auricular tachycardia with partial auriculoventricular 
block caused by digitalis (figure 5). In some cases there is no or little 
auriculoventricular block and because of the rapid rate the physician continues 
to treat the patient with digitalis, thus aggravating the condition. It seems 
that, in addition to digitalis, the lack of potassium contributes to the appear- 
ance of this arrhythmia; it can be stopped by the administration of this ion. 
The dosage varies, but the initial dose should not be less than 3 gm. of 
potassium chloride or acetate. 

In auricular tachycardias generally, form and rate of the auricular waves 
are constant, but occasionally irregularities in form and changes of rate 
occur as seen in figure 5. Ventricular tachycardias caused by digitalis invar- 
iably show a constantly changing form of the ventricular complexes. 

Ventricular tachycardias cannot be always easily diagnosed. Thus in 
figure 6 the tachycardia may be of the ventricular type, but a supraventricular 
tachycardia with bundle branch block cannot be ruled out. Auricular tachy- 
cardia with aberrant intraventricular conduction is also a possibility, as, in 
the older patient, slight changes in the structure of the myocardium make 
this aberration rather common. 


One of the serious consequences of tachycardia, particularly in the aged, 
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7, te ge fet is the reduction of cardiac output 

ees : with a fall in blood pressure. 
Although rates of over 200 per 
minute are well tolerated in young 
individuals, evidence of cardiac or 
cerebral anoxia may appear with 
this rate in older persons. Cerebral 
anoxia is manifested by drowsi- 
ness, unconsciousness, and Cheyne- 
Stokes respiration. With cardiac 
anoxia, there is severe anginal pain 
and marked electrocardiographic 
Fic. 6. Ventricular paroxysmal tachycardia in a 65- changes appear, often persisting for 


year-old man. The three standard leads and CR; a few days after the attack ( post- 
are shown. 





tachycardia syndrome*). In certain 
cases the electrocardiographic pattern of an acute myocardial infarction may 
occur even in the absence of coronary occlusion. Occasionally shock appears 
and, persisting even after the tachycardia has been abolished, requires 
specific therapy. 

Vagal reflexes should be the first therapeutic measure employed, with 
quinidine as second choice. Eventually, particularly in ventricular tachy- 
cardias, procaine amide may be given. If these fail, one should ascertain 
whether digitalis has been used and whether it is responsible for the attack 
before proceeding with more specific treatment. If digitalis cannot be 
implicated, the intravenous administration of this drug—Cedilanid or digi- 
toxin—will be less dangerous than an intravenous injection of quinidine or 
procaine amide. 


AURICULAR FLUTTER AND FIBRILLATION 


; arrhythmias, both in their paroxysmal and persistent forms, are 
definitely more common in the aged. 

Paroxysmal fibrillation and flutter with siow ventricular rates may not 
cause any symptoms and are often not recognized. The frequent occurrence of 
conduction disturbances in the older patient is the cause of the slow rate. 
Even if conduction is normal during sinus rhythm, when flutter or fibrillation 
appears the auriculoventricular conduction is unable to respond to the higher 
rate and therefore relatively few stimuli are transmitted. If the ventricular 
rate is high, palpitation, anginal pain, dizziness, and fainting may appear 
during the attack. These symptoms may be transient and examination between 
attacks may reveal no evidence of heart disease. A history of these symptoms 
should arouse suspicion of paroxysms of auricular flutter or fibrillation with 
a high ventricular rate. Frequently these paroxysms are associated with the 
unexplained phenomenon of urina spastica, in which large amounts of urine 
are voided. 

In persistent flutter or fibrillation in the aged, the rate may occasionally 
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be permanently slow for the same reasons as in the paroxysmal forms. 
Digitalis is not indicated in such patients as long as there is no evidence of 
congestive failure, but it should not be withheld on account of the slow rate 
in the event that failure does develop. One should keep in mind, however, 
that although the rate may be slow at rest during the examination, exertion 
in these cases may lead to a very fast ventricular response and therefore, if 
possible, the rate should also be investigated after slight exertion. 

A frequent topic of discussion is the advisability of abolishing chronic 
fibrillation in the aged by quinidine therapy. We rarely recommend it. When 
an acute attack of fibrillation occurs in an otherwise healthy patient, quinidine 
is advised, but in established, or in repeated, frequent attacks over periods of 
weeks or months, we feel that quinidine is not indicated; rather digitalis 
should be given in order to keep the ventricular rate slow. Experience shows 
that attacks of paroxysmal fibrillation will occur with increasing frequency 
and are both more unpleasant and more dangerous than the chronic estab- 
lished fibrillation. The rate can be readily controlled by digitalis whereas 
quinidine frequently cannot prevent the development of the paroxysms. 
Systemic embolisms originating from auricular thrombi are rare in elderly 
patients with auricular fibrillation. Furthermore, the large doses of quinidine 
necessary to abolish chronic fibrillation are not without danger. Statistics 
show that sudden death from cardiac or respiratory standstill or ventricular 
fibrillation occurs in about 4 per cent of the patients. Most of these occur in 
old people. This should always be kept in mind in view of the modern trend 
to be more liberal with quinidine in an attempt to produce defibrillation. 


HEART BLOCK 


EDiias the auriculoventricular block may require therapy. A prolonged 
auriculoventricular conduction time is not uncommon. Values over 0.2 
second sometimes are found in healthy young people and may lead to an 
unjustified diagnosis of cardiac disease. It should be stressed that in 
athletes, during vigorous physical training, a P-R interval of 0.26 second 
or more is occasionally found, presumably due to higher vagal tone. For this 
reason, a diagnosis of heart disease should not be made on the basis of a 
prolonged P-R interval alone. 

In elderly patients this condition is much more frequent. In patients over 
70, without any other signs of cardiovascular disease it may vary between 10.7 
per cent” and 17.6 per cent.’ In one report this incidence was found to be 40 
per cent.’ 

Complete heart block is often found accidentally. It may develop and 
persist for years and the automaticity of the deeper idioventricular centers is 
high. The lower tracing in figure 7 shows a rate of 86. However, in the 
aged these centers often are not efficient since the same pathologic condition, 
usually coronary sclerosis, which causes the block also affects the centers 


below the blocked area. Frequently, when the atrioventricular conduction 
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Fic. 7. Two instances of complete atrioventricular block. The upper tracing, lead I, from a 68-year- 
old man, shows complete atrioventricular block with ventricular extrasystoles 0.20 second wide. In 
the lower tracing from a 74-year-old woman, an auricular tachycardia exists with a rate of 136. The 
form of the P waves changes continuously with high positive forms as well as deeply negative ones. The 
latter have the peaked shape, typical for activation of the auricles from the A-V node. There is a 
complete atrioventricular block with a ventricular rate of: 86. 
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Fic. 8. Two tracings from patients with complete atrioventricular block caused by coronary disease. 
The upper tracing (lead Vs) is from a 70-year-old woman and the lower tracing (standard lead II) from 
a 70-year-old man. The alterations in both are very similar. T waves are deeply inverted and reach an 
unusual size in the upper tracing. The duration of the systole is prolonged; the Q-T interval in the upper 
tracing is 0.84 second and 0.80 second in the lower tracing. Single, multiple, and variform extrasystoles 
follow the automatic ventricular beats. The T wave of the post-extrasystolic automatic beat is deeper than 
the T waves of the beats which do not follow extrasystoles—remarkable because the length of diastole 
preceding each post extrasystolic beat remains the same. 


stops, the idioventricular rhythm does not take over at once and a Stokes- 
Adams attack results from a prolonged ventricular standstill. 

It is common, in elderly patients with atrioventricular block from athero- 
sclerosis, to find also ventricular extrasystoles (figure 7, upper, and figure 8). 
These extrasystoles are variform. Further studies on this finding in recent 
years have revealed 2 important facts. The first is that quinidine in such 
patients often causes ventricular fibrillation and therefore should be strictly 
avoided. Second, in patients with atrioventricular block, Stokes-Adams 
syncopes are caused not only by ventricular standstill but also by ventricular 
tachycardia. Both forms may be observed in the same attack, within a few 
minutes. This is of great clinical importance since, if quinidine is given as 
treatment for the tachycardia, it will prevent the development of good auto- 
maticity and cause more attacks due to standstill. On the other hand, if 
ephedrine or epinephrine is used in the treatment of the standstill, a ven- 
tricular tachycardia or fibrillation may be provoked. Both mechanisms, 
standstill and fibrillation, are interrelated and may be seen in the course of 
the same attack. The cardiac standstill may lead to the accumulation of 
metabolites which in turn can precipitate the appearance of a tachycardia. The 
tachycardia, on the other hand, causes a fatigue of the automatic centers so 
that they fail to take over when the tachycardia stops. 
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CONCLUSIONS 

Ba E PRECEDING discussion does not deal with arrhythmias which are specific 
for old age; it was stressed that such arrhythmias do not exist. At all ages, 
diphtheria or myocarditis of any etiology may lead to similar electrocardio- 
graphic patterns. In elderly patients, however, coronary sclerosis is usually 
responsible. If the tracings reveal multiple abnormalities, a widespread lesion 
of the myocardium, which is common in old age, must be present. It is not 
mere coincidence that there is a striking resemblance in the tracings of both 
patients as shown in figure 8. These patients were treated on the wards at 
the same time. Figures 4 and 5 also show similar changes. An abnormality 
common in old age and very often misinterpreted is shown in figure 1. All 
these tracings show patterns which can often be observed in elderly people 
and are rare in younger age groups. 

Many of these arrhythmias are disturbances in which the correct therapy 
may be life-saving. Prompt recognition is therefore essential. The arrhythmias 
depicted in figures 4 and 5 may appear, on auscultation alone, to be caused 
by auricular fibrillation because of the rapid and completely irregular ventric- 
ular rate. If digitalis were given the result could be disastrous since the 
arrhythmia in figure 5 is due to digitalis and patterns such as seen in figure 
4 often are also caused by digitalis. 

In some of these arrhythmias it is less dangerous to withhold therapy 
than to use it without caution. Thus, in patients with heart block and multi- 
focal ventricular extrasystoles, quinidine is often detrimental for 2 reasons ; 
it depresses the automaticity of the idiopathic ventricular center and also 
causes a paradoxical increase in the number of extrasystoles. This may lead 
to ventricular fibrillation. Procaine amide may have a similar effect. 


SUMMARY 

There are no arrhythmias which are typical for old age. Disturbances 
of rhythm appear more commonly, however, in elderly patients and 
they are often found accidentally. 

Certain patterns are described which are often seen in elderly patients ; 
they usually show multipie abnormalities. Disturbances of stimulus 
formation of different forms are combined with disturbances of conduc- 
tion. The clinical evaluation of certain arrhythmias insofar as it differs 
from that in younger individuals is discussed. 

From the Department of Medicine of the New York Medical College, Metropolitan Hospital Division. 
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Gallbladder Surgery in the Aged 
Max Thorek, M.v. 


ELCH, of Tufts College Medical School, reported in 1948 that, of 

a series of 140 abdominal operations performed in his hospital 

upon patients 70 years of age and over, about one-quarter were 
on the biliary tract.’ The most significant feature of such geriatric surgery, 
in his opinion, was the fact that more than half the patients had some com- 
plicating disease such as acute cholecystitis, stones in the common duct, and 
gallbladder malignancy. Many had suffered for a long time from obstructive 
jaundice, which had been allowed to persist until an acute exacerbation had 
sent them to the hospital. He quotes Quigley’s report of a 13 per cent mortality 
in cases of biliary surgery in persons 65 years or older, which were compli- 
cated by gallstones, and comments that the increased mortality and morbidity 
that accompany gallbladder surgery in the aged is directly related to the 
complicating factors of acute cholecystitis and obstructive jaundice. 

When simple cholecystectomy is performed as an elective procedure, the 
mortality is uniformly low, even in patients advanced in years. Nevertheless, 
the time to treat cholecystic disease is when the first intimations appear, 
usually in early middle age. Prompt diagnosis and treatment—surgical or 
otherwise as suits the individual case—would do away with the anxiety and 
hazard which necessarily attend even the most satisfactory gallbladder sur- 
gery when the patient is elderly or very old. 


PREOPERATIVE PREPARATION 


Mio MATTER what technic is chosen, the preliminary preparation for 
surgery of the biliary tract will have to be modified for the elderly patient. His 
biologic status—that is, his anatomic and physiologic condition without 
regard to his chronologic age—should be thoroughly investigated. Secretory 
functions are usually less active as age increases, so that vitamin deficiencies 
arise and, unless the patient is alerted to such possibilities, his dietary habits 
will become more and more faulty until actual malnutrition is in evidence. 
Carbohydrate metabolism is often impaired since pepsin, trypsin, and lipase, 
though decreased in the resting state, may be increased if stimulated by 
improper dietary habits. An adequate protein intake is needed to build up 
the patient to withstand infection and carry through convalescence. This is 
doubly true if he is already weakened by the natural tissue deterioration of age. 

The gastrointestinal tract of the aged patient will have a lessened capacity 
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to receive and metabolize the food intake required to maintain him even in 
health. The kidneys are not necessarily involved in such a process, but renal 
impairment often accompanies any disorder of the biliary tract, and a diet low 
in fat but high in protein should be provided to meet all contingencies. A 
thorough preoperative investigation of renal function, including urine tests 
and blood chemistry, is especially important. If there is time, every effort 
should be made to improve renal function. 

Most important of all is a full consideration of the cardiovascular condi- 
tion. Welch has said that cardiovascular complications represent the béte noir 
of surgery in the aged since, not only is the patient’s circulatory mechanism 
easily embarrassed, but sudden cardiac and peripheral arterial accidents are, 
unfortunately, all toc common. There is also the postoperative danger of 
thrombophlebitis, with or without pulmonary emboli—a danger that increases 
with age. It is frequently recommended that jaundiced subjects and those 
whose prothrombin and clotting time are delayed should be given preoperative 
treatment with vitamin K. 


CHOICE OF ANESTHETICS 


O PIATES and sedatives of the barbituric-acid series are not well tolerated 
by those in later life; therefore it is unwise to use them for elderly surgical 
patients. Severe hypotensive manifestations or changes in the respiratory 
rate may be due to susceptibility to morphine and its derivatives, with a pos- 
sible sequel of anoxia and psychic disturbance. Atropine is the wisest choice. 

Regional anesthesia often serves excellently, for the majority of old people 
endure pain much more stoically than younger ones. Spinal anesthesia, how- 
ever, is associated with by far the greatest incidence of hypotension on the 
operating table, in comparison with general anesthesia. Local anesthesia 
seems more prone to induce unfavorable reactions in older patients. Also, 
tissue irritations during the procedure make postoperative tissue repair slower 
and less complete. If an inadequate block must be supplemented, there is 
always the hazard of excitation, with the possibility of vomiting with aspira- 
tion of the gastric content into trachea and bronchi. Cyclopropane has won 
the high approval of several surgeons who have had charge of aged patients, 
but it is often claimed that the incidence of postoperative psychoses is greatest 
after employment of this anesthetic. The attractive qualities of cyclopropane, 
warns Reynolds,? may be more than counterbalanced by the unfavorable 
cardiac effects, especially if they are overlooked or misinterpreted. 

Pentothal Sodium intravenously or spinal anesthesia should never be 
administered except by an anesthetist especially trained in their use. When 
the surgeon can command only limited assistance, he will do better to give 
his aged patient ether by the open drop method, while oxygen is being sup- 
plied by nasal catheter. Many successful gallbladder procedures on elderly 
patients have been carried out using a local anesthetic combined with some 
type of inhalation. If a respiratory infection or diabetes is a complicating 
factor, ether alone cannot be used, and gas will have to be substituted. 
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OPERATIVE PROCEDURE 


, classic cholecystectomy as practiced in the best known clinics in this 
country and abroad, has a 1 to 2 per cent mortality in uncomplicated cases. 
However, the fatalities increase with age, so no matter how carefully the 
elderly patient is prepared, the hazard becomes greater with each added year. 
Scalpel removal of the gallbladder nearly always involves a certain period of 
postoperative drainage because the gallbladder bed cannot be completely 
obliterated by sutures. The surgeon will, if he can, avoid drainage because it 
surely invites leakage. The open, unprotected gall and blood channels in the 
gallbladder bed, which are left after the performance of cholecystectomy by 
the classic method, offer free entrance to infective organisms. 

Drainage may cause trouble in a number of ways. Bile seepage may be 
augmented ; thrombosis and embolism are more likely to occur ; there may be 
hemorrhage from erosion of the vessels or cholemic bleeding ; and, in elderly 
patients especially, cardiac action may be embarrassed. Old people, too, may 
suffer from acute dilatation of the stomach and are particularly liable to 
establishment of biliary fistulas. The prolonged convalescence entailed by 
drainage always invokes the additional hazard of hypostatic pneumonia. 
The electrocoagulation method 

To avoid these added dangers of gallbladder surgery, a study was made 
to determine how the evils of drainage might be avoided, and leakage from 
small bile ducts and severed capillaries controlled effectively. Experiments 
upon dogs and monkeys demonstrated that a dry, nonleaking surface could be 
substituted for the discharging cavity floor left after performance of the classic 
cholecystectomy. This can be done by electrocoagulation which converts the 
tissues into a hyaline-like, dry, aseptic, inert “tampon.” Electrocoagulated 
surfaces within the abdomen do not slough, as do surfaces on the exterior, or 
in open cavities such as the mouth or vagina, but become encapsulated and 
are absorbed. Electrocoagulated surfaces on parenchymatous organs develop 
an affinity, or positive chemotaxis, for serous surfaces, and serve to attract 
serosa-covered neighboring organs such as omentum or bowels. Capillaries 
and coagulated surfaces in such an area do not thrombose, but a recession of 
the column of blood is formed within the vessel above and below the elec- 
trode’s point of contact, resulting in coalescence of the contiguous, homo- 
geneous, hyaline-like tampon with the vessel walls. 

As coagulation is often confused with fulguration and carbonization, a 
word of explanation is in order: 

If the flat electrode of a bipolar current is firmly applied to a tissue surface and a 
current of proper voltage and sufficient amperage is permitted to pass through it for a 
few seconds, dehydration and coagulation of the tissue proteins will take place and the 
tissue will turn white. This is coagulation. 

If this same electrode is not firmly applied, or is employed as a unipolar instrument, 
sparking, with fulguration and carbonization follow, and the tissues turn black. Should 
it seem desirable to reapply the electrode, further current penetration of the tissues will 
be prevented by the fulgurated and carbonized surface. In cauterization, the heat is 


brought to the tissues from the outside by the hot instrument; in bipolar or short-wave 
electrocoagulation, the heat is produced within the patient’s body. 
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Secondary hemorrhage is controlled by the pressure which the seques- 
trated, coagulated tampon exerts upon the raw surface beneath, which scalpel 
surgery always leaves exposed. Thus, a secure sterile tampon is substituted 
for an insecure, potentially septic cavity at the site of the gallbladder bed. lf 
the cystic duct is securely ligated and the cystic artery closed by double liga- 
tion, the abdomen may be closed without drainage—a technical point of great 
importance in the handling of aged and infirm patients in the poor risk class. 

Although my method of electrosurgical obliteration of the gallbladder has 
been known to the surgical profession for many years, and has been pub- 
lished in periodical literature both here and abroad, it may be well to sum- 
marize it briefly. 


Technic 

Step 1. Place the patient in the Mayo-Robson position, with lower thorax and upper 
abdomen sufficiently elevated. If a biterminal apparatus is used, place a large flat indif- 
ferent electrode over the sacrum, applying it snugly. If a short-wave is to be used, the 
indifferent electrode is unnecessary. Beginning at the lower costal margin, make a 
straight longitudinal paramedian incision, extending it to about the level of the umbilicus. 

Step 2. Detach a segment of omentum and preserve in normal saline solution until 
needed. Ligate any small vessels severed during the procedure. Retract viscera and pack 
to keep out of the field. 

Step 3. Aspirate the exposed gallbladder and fill with hexylresorcinol (S. T. 37) or 
some other antiseptic solution. Explore the extrahepatic biliary passages where indicated. 
Ligate the cystic artery and duct doubly and jointly, cutting both ligatures short. 

Step 4. Open the gallbladder and evacuate its contents into a proper receptacle such 
as a gallbladder spoon. 

Step 5. Split the gallbladder from above downward, using ordinary scissors. With an 
ordinary artery forceps of proper size and thickness, grasp one-half of the gallbladder wall. 
As the blades of the forceps are brought together, the wall is crushed and the blood 
vessels closed by compression. Cut away the redundant part of the wall with scissors. 
Firmly apply a small electrode to the exposed margin of the gallbladder as it is held in 
the grasp of the forceps. The smaller the electrode, the quicker is its action, The current 
will coagulate that part of the gallbladder wall in the grasp of the forceps. After sufficient 
coagulation, open the forceps; a compressed “ribbon” of coagulated tissue will remain. 

Repeat the procedure on the other half of the gallbladder. Finally, repeat on that 
portion of the postericr wall of the attached gallbladder not yet acted upon. Throughout 
the procedure the electrode must be applied snugly to avoid carbonization. There now 
remains a coagulated area consisting of the posterior wall of the gallbladder attached to 
the gallbladder bed. 

Step 6. Approximate the electrocoagulated edges of the gallbladder by interrupted 
sutures of fine catgut, taking care not to draw the suture too tightly and not to penetrate 
the liver substance with the needle point when picking up the edges. 

Step 7. Remove the detached segment of omentum from the salt solution and suture 
one of its ends to the upper end of the united coagulated gallbladder bed. Stitch the 
lower end of the omental graft to the lower end of the coagulated surface. This places 
an effective serous covering over gallbladder bed and cystic duct. 

Step & After removal of laparotomy packs and retractors, and cleanup of the operative 
field, the abdominal wall is closed without drainage. 


This final step should be emphasized as featuring the special adaptability of the 
procedure to aged patients. The covering of the sutured or raw surfaces with a segment 
of omentum is a great advantage, as it reinforces and protects the operated areas 
against seepage, which not only safeguards the repair process, but assists in healing by 
encapsulation. Drainage is not only undesirable but distinctly deleterious. It has often 
proved fatal to aged patients by affording greater opportunity for complications to arise 
and prolonging the healing process. 
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SUMMARY AND CONCLUSIONS 


1. Operations on the biliary tract of an aged patient can be safely per- 
formed in the majority of cases, but they demand extra care in pre- 
operative preparation and in selection of suitable operative technic. 

2. Elderly patients often exhibit vitamin deficiencies, gastrointestinal 
tracts with decreased capacity for receiving and metabolizing food 
intake, renal impairment, and cardiac irregularities. Special attention 
should be given to such conditions when gallbladder surgery is done. 

3. Atropine is the best sedative for an aged patient. A local anesthetic 
combined with some type of inhalation anesthesia is widely used. Ether 
by the open drop method, with oxygen from a nasal catheter, serves 
best when the surgeon must be largely dependent on his own efforts. 

4. Cholecystectomy as usually practiced is not well suited to an aged 
patient since scalpel removal involves a lengthy drainage period with 
its longer convalescence and greater chance for complications. 


oa 


obliterating the gallbladder and 
sealing all leaking bile ducts and blood vessels, makes drainage unneces- 
sary and permits immediate complete closure of the abdominal wound. 
It is rapidly done, minimizing shock and lowering the chance of infec- 
tion, and is thus especially well suited to an aged patient. 


The electrocoagulation procedure, 


6. The difference between coagulation and fulguration or carbonization 
is explained and the different steps in the author’s electrocoagulation 
procedure are set forth. 


The conciusion reached after examination of all methods of removing 


the gallbladder is that the coagulation procedure is superior to all others for 
the aged or infirm patient. 


Read before the Mid-Atlantic and Eastern Division Meeting of the International College of Surgeons 


in Philadelphia, Pennsylvania, on February 14, 1953. 
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Adrenalectomy in the Treatment 
of Prostatic Cancer 


Willer F. Whitmore, JrM.v., Henry T. Randall, m.v., 
Olof H. Pearson, m.v., and Charles D. West, M.D. 


HERE is considerable evidence, both clinical and experimental, that the 

adrenal gland is concerned in the growth of neoplasms. Removal of 

the adrenal glands in rats inhibits the growth of transplanted sar- 
comas and carcinomas.’ On the other hand, the growth of transplantable 
lymphatic leukemia in rats,*” and the incidence of spontaneous lymphoid leu- 
kemia in mice of the C58 strain® is increased following adrenalectomy. Clini- 
cally in man‘** as well as experimentally in animals,”’'’ the administration of 
cortisone, hydrocortisone, or ACTH results in actual destruction of neoplastic 
tissue in certain lymphoid tumors. Such evidence of a role for the adrenals in 
neoplastic growth has provided the rationale for clinical experiments concern- 
ing the effects of bilateral adrenalectomy on a wide variety of human neo- 
plasms, but demonstration of a favorable effect on the tumor growth from 
the procedure has been limited to patients with carcinomas. of breast and 
prostatic origin. 

The special rationale for bilateral adrenalectomy in the treatment of pro- 
static cancer rests upon the work of Huggins and his associates’’’” who first 
demonstrated that regression of prostatic cancer frequently could be induced 
by castration or the administration of estrogens. The hypothesis that prostatic 
cancer was an androgen-dependent tumor was a natural outgrowth of these 
observations, the favorable effects of endocrine therapy being related to the 
decrease in body androgen resulting from either surgical castration or the 
physiologic castration induced by inhibition of pituitary gonadotrophic hor- 
mone secretions as a result of estrogen administration. Unfortunately, most, 
if not all, of the remissions induced by endocrine treatement are temporary 
and ultimate relapse with death from cancer is the rule. 

In accordance with the hypothesis of androgen dependence of prostatic 
carcinoma, the production of androgen by the adrenal was postulated as a 
possible cause of endocrine relapse. The observations of Woolley’* lend some 
experimental support to the concept that the adrenal may attempt to take 
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over gonadal function following surgical castration. In certain strains of 
mice of either sex, gonadectomy one to three days after birth results in a high 
incidence of adrenal hyperplasia or of adrenal tumors, either of which may be 
associated with androgenic or estrogenic activity independent of the original 
sex of the animal. Woolley’s studies also show that administration of estrogen 
following adrenalectomy prevents adrenal changes, presumably as a result of 
pituitary inhibition. Price’ observed the induction of pubertal changes in the 
prostates of male rats which had been castrated in early life. 

Evidence that the normal adult human male adrenal is capable of supple- 
menting or partially replacing gonadal function is scanty and indirect. Cer- 
tainly the eunuch does not obtain complete androgen supplementation from 
the adrenals. Whether the normal human adrenal actually secretes an andro- 
gen or whether the androgenic activity of the urine of the castrated male 
adult results from the endogenous metabolism of adrenocortical steroids 
which are not initially androgenic is still a disputed point. Production of 
androgen by adrenals of patients with the adrenogenital syndrome and by 
adrenals of patients with masculinizing adrenal tumors provides evidence that 
the abnormal adrenal is capable of producing androgen. 

In a series of 10 patients with prostatic cancer submitted to simultaneous 
bilateral castration, Satterthwaite and coworkers'” found the postcastrational 
levels of 17-ketosteroids to be 12 to 60 per cent less than the preoperative 
levels and felt that degree of clinical improvement could be correlated with 
extent of the decrease. Unfortunately the exact time postoperatively when the 
studies were carried out is not clear. On the other hand, Scott and Ver- 
meulen,’® studying patients with prostatic cancer, found an initial fall in 
17-ketosteroids after castration followed by a rise to a level of 50 per cent or 
more above precastrational level. The duration of this elevation was not com- 
pletely defined but the data suggested a fall toward preoperative levels about 
a year after castration. Harrison and coworkers" reported an average fall in 
17-ketosteroid excretion following castration from a level of 13 mg. to a level 
of 7 to 9 mg. On continuous estrogen therapy such levels were maintained 
fairly consistently with transitory rises in response to stress. Attempts to 
associate reactivity of the prostatic cancer with a rise in 17-ketosteroid excre- 
tion were made without consistent results. In interpreting these data, it 
should be remembered that correlation between urinary neutral 17-ketosteroid 
excretion and androgen excretion is at best crude and inconsistent. Huggins 
and Scott'* demonstrated the disappearance of measurable androgenic activity 
and the marked fall in 17-ketosteroid levels in the urine of the castrated, 
adrenalectomized male who did not receive adequate hormonal substitution 
therapy and concluded that the adrenal gland was the extragonadal source of 
androgen in human beings. 

Thus, in addition to the general evidence for a role of the adrenal gland in 
neoplastic growth, adrenalectomy for prostatic cancer rests on 2 postulates 
for which there is relatively specific, albeit incomplete evidence: (1) that 
prostatic cancer may be an androgen dependent tumor, and (2) that the ulti- 
mate relapse usually occurring in patients with prostatic cancer treated by 
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castration and estrogen may be the result of androgen derived directly or 
indirectly from the adrenal glands. 

In 1945 Huggins and Scott'* reported 4 patients with advanced prostatic 
cancer in endocrine relapse in whom bilateral adrenalectomy had been per- 
formed. Three of the patients died in the immediate postoperative period of 
adrenal insufficiency. One patient showed evidence of some inhibition in the 
rate of growth of his tumor before succumbing to adrenal insufficiency at 
the end of one hundred sixteen days. Cortisone and other active corticoids 
were not then available for life maintenance in the adrenalectomized patient 
and the authors concluded that bilateral adrenalectomy was not practical. 

The door to further investigation was opened when cortisone became 
available. In November 1951, Huggins and Bergenstal’® reported the results 
of bilateral adrenalectomy in 7 patients with advanced prostatic cancer, all 
of whom were in relapse following castration or estrogen therapy. Three 
patients had clinical remissions of magnitude, 2 were appreciably improved, 
1 was unimproved, and there was 1 postoperative death. 

Harrison and coworkers'’ have recently reported results with 7 patients 
adrenalectomized for prostatic cancer. All patients had relapsed following 
an initially favorable response to castration and estrogen therapy and all 
were continued on estrogen following adrenalectomy. Five patients had relief 
of bone pain, 4 had regression of pelvic masses, and 1 showed evidence of 
healing in bone metastases. Nine patients with advanced prostatic cancer in 
relapse after treatment by castration and estrogen administration were treated 
with cortisone alone, without adrenalectomy. Although all but 1 patient had 
an improved sense of well-being and some relief of pain, no objective evidence 
of regression of neoplastic tissue was observed in any instance. 

PRESENT STUDY 
: PRESENT report is based on experience at Memorial Center with bilat- 
eral adrenalectomy in the treatment of 17 patients with prostatic cancer. 
In all instances the operation was performed in one stage, usually through 
bilateral lumbar incisions. The patients were maintained during operative and 
postoperative periods with cortisone or hydrocortisone as the only hormonal 
replacement therapy. Details of the pre- and postoperative replacement 
regimen and preliminary experience with bilateral adrenalectomy have been 
published elsewhere.*’*' The average adrenalectomized patient is ultimately 
well maintained on 25 mg. of orally administered cortisone acetate every 
twelve hours although some patients seem to do better on 25 mg. every 
eight hours. Cortisone dosage is adjusted according to the sense of well- 
being, strength, and appetite of the individual patient since no single labora- 
tory test seems adequate to define the eucorticoid state. On such a regimen 
the patient can withstand moderate stress such as a twenty-four-hour fast 
or an upper respiratory infection. Severe stress, however, such as a febrile 
illness or an operative procedure, requires increase in cortisone dosage. In 


the event of acute adrenal insufficiency, intravenous free cortisone is 
employed. 
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The response to adrenalectomy was classified into subjective and 
objective categories. Evidence of subjective improvement was provided by 
such alterations as relief of pain, increased sense of well-being, improved 
ambulation, gain in appetite, and increase in weight. Objective improvement 
was manifested by measurable reduction in the size of tumor masses in 
soft tissues and in bone as measured by palpation and radiographic studies. 

The first patient was operated on in February 1951 and the last in Janu- 
ary 1953. All patients had pathologically proved advanced prostatic cancer. 
All patients had received estrogen therapy and all excepting M.C. and F.M. 
had been castrated prior to adrenalectomy. All patients had evidence of 
progressing prostatic cancer at the time of adrenalectomy. Of the 17 patients, 
14 are now dead and 3 are living (table 1). 


TABLE 1 
RESULTS OF ADRENALECTOMY IN PROSTATE CANCER 
September 1, 1953 





—Duration of improvement 


; ——. 
Survival Subjective Objective Present Cause of death and 
Patient Days Days Days status remarks 
L.M. 2 Ohsc. 0) Dead Cerebral hemorrhage 
SA 3 ) : nis AOR .. .Dead Cancer 
RC. II Oo O.. : Dead ... Cancer 
F.M. 21 oO 0 ; Dead . Myocardial infarction 
F.M. 33 21 0 Dead. . Cancer 
M.M. 44 fe) oO Dead Cancer 
FA. 81 0 oO Dead... . Cancer 
M.D. 124 30 0) Dead. . Cancer 
1.B. 128 go o Dead as Adrenal insufficiency 
ie) 133 30 133 Dead Unknown (?) Adrenal 
insufficiency 
WSS. 196 150 r@) Dead ey Cancer 
A.B. 201 60 0 Dead. . Cancer 
ca. 249 81 oO Dead... ...Cancer 
J.W. ; 294 220 oO Dead... ; Cancer 
Ss 251 132 132 Living ... Progressive disease 
J.R. 230 230 0 Living... Progressive bone disease 
M.C. 563 14 te) Living Castrated 5 weeks after 


adrenalectomy 
Remission 





There were 4 deaths within one month of operation: 2 of these were 
the result of progressive cancer in patients who were almost moribund as 
a consequence of the neoplasm at the time of the operative procedure; 1 
death occurred three weeks postoperatively from myocardial infarction; 
and 1 death occurred on the second postoperative day of cerebral hemorrhage. 
Two other patients did not survive the second month following bilateral 
adrenalectomy, both dying of progressive cancer. 

Of the 15 patients who survived more than one week postoperatively, 
11 obtained a subjective remission which varied in duration from fourteen 
to two hundred twenty days but in only 6 of these 11 patients did this 
improvement extend beyond two months. 

Objective improvement was observed in only 2 patients. The first of 
these, T.H., had a large mass arising from the prostate, almost occluding 
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the rectum, and easily palpable in both iliac fossae. Six weeks following 
adrenalectomy all observers agreed that there had been significant regression 
in the pelvic masses. He died one hundred thirty-three days postoperatively 
in another hospital presumably of adrenal insufficiency. Autopsy revealed 
only 3 minute tumor masses, 1 in the prostate and 1 at each ureterovesical 
junction. This was considered an unequivocal instance of regression of 
prostatic cancer induced by adrenalectomy. Interestingly, in this patient the 
objective improvement was more striking and more sustained than the 
subjective remission. 

The second patient who exhibited objective regression, J.S., had a 
locally extensive prostatic cancer with widespread bone metastases. Follow- 
ing adrenalectomy there was definite regression of the prostatic lesion with 
concomitant improvement in urinary symptoms. Paradoxically, the bone 
metastases appeared radiographically to progress at the same time that the 
prostatic lesion was shrinking. In this patient the durations of subjective 
and objective remissions were identical. At the present time this patient is 
alive but has evidence of progressing cancer in the bones, lungs, and prostate. 
Thus, among the 17 patients objective evidence of remission was demon- 
strable in only 2 cases and these remissions lasted only four months. 

In no instance was there a significant drop in acid phosphatase following 
adrenalectomy nor was there ever observed a rise in alkaline phosphatase 
that could be interpreted as a manifestation of an attempt at repair of bone 
lesions. A favorable objective effect on bone metastasis was never demon- 
strated radiographically in this series, the 2 instances of objective improve- 
ment both occurring in extensive local disease. 


DISCUSSION 


Rex TABULATED results indicate that bilateral adrenalectomy does not pro- 
long the survival time of patients with prostatic cancer, once relapse has 
occurred following conventional methods of endocrine therapy. In addition, 
although a relatively high incidence of subjective improvement is obtained 
following bilateral adrenalectomy, the symptomatic remission does not seem 
sufficiently long to warrant this relatively radical therapeutic effort. The 
significance of the subjective remission is uncertain. The symptomatic 
improvement may possibly result from a temporary inhibition of the rate 
of growth of the neoplasm. Unfortunately, there is no reliable method for 
assessing such a possibility at the present time. 

Although the 2 instances of objective regression indicate that bilateral 
adrenalectomy is capable of inducing profound regression of prostatic cancer 
tissue in certain instances, the favorable effects have been so short-lived that 
the general use of the procedure in the treatment of advanced prostatic cancer 
cannot be justified on the grounds of such a possibility. No criteria are now 
evident which permit selection of candidates for the procedure in such a way 


as’ to guarantee either a reasonably long subjective or an objective remission. 
from the standpoint of clinical research the occasional instance of objective 
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regression of advanced prostatic cancer following bilateral adrenalectomy 
is of great interest. 

In the light of the initial hypothesis regarding the rationale for bilateral 
adrenalectomy in prostatic cancer there are several potential reasons for 
the failure of this mode of therapy: 

1. Necessity for replacement therapy in the adrenalectomized human. It 
has been impossible to maintain life in man following bilateral adrenalectomy 
without the use of cortisone or hydrocortisone. The average maintenance 
dosage of 50 to 75 mg. of cortisone daily results in the excretion of some 
5 to 10 mg. of neutral 17-ketosteroids daily, a portion of which is 11-OH 
androsterone, a weak androgen. Laidlaw and coworkers” have found that 
the androgen content of the urine of previously castrated males falls to 
minimal levels following adrenalectomy when cortisone is given in mainte- 
nance dosages, but that urinary androgen levels rise with increased doses 
of cortisone or of hydrocortisone. Thus, with present methods of hormonal 
replacement therapy, employing either cortisone or hydrocortisone, the ideal 
of an androgen-free environment for the prostatic cancer has not been 
attained. Evidence has been presented that corticosterone is capable of 
maintaining life in the adrenalectomized patient*’ and preliminary work 
suggests that corticosterone is not metabolized into 17-ketosteroids. The 
use of corticosterone as maintenance therapy may provide the sought for 
ideal of an androgen-free environment in the castrated, adrenalectomized 
prostatic cancer patient. This possibility is currently being investigated. 

2. Possibility of development of androgen independence by the prostatic 
cancer. Granting that an initially androgen dependent lesion undergoes 
relative androgen deprivation as a result of bilateral castration or estrogen 
therapy, and granting that residual androgen support remains as a result 
of continued adrenal function, it is possible that reduction in body androgen 
content from the initial endocrine therapy necessitates the development of 
a relative androgen independence on the part of the neoplasm. This manifests 
itself in failure of the neoplasm to respond favorably to the androgen reduc- 
tion subsequently accomplished by bilateral adrenalectomy. The truth of 
this supposition cannot be tested presently, primarily because there is no 
established way of sustaining a patient in an absolutely androgen-free state. 

That the androgen sensitivity of different prostatic cancers may vary 
considerably is suggested by certain clinical observations. Approximately 
10 per cent of patients with advanced prostatic cancer obtain no remission 
from castration or administration of estrogens, a fact which has been ascribed 
to hormonal independence. In addition, Brendler and coworkers** were unable 
to demonstrate definite evidence of stimulation of tumor growth in 2 of 3 
patients with advanced prostatic cancer who were given androgen. 

Observations regarding the effects of androgen administration have 
been made at Memorial Center on more than 20 patients with advanced 
prostatic cancer who were in various stages of relapse or remission with or 
without a history of prior endocrine therapy. Treatment with testosterone 
propionate in dosages varying from 25 mg. to 200 mg. daily intramuscularly 
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for periods ranging from one day to eight months resulted in no detectable 
subjective or objective changes in approximately two-thirds of the patients. 
In the remaining third, an unfavorable subjective response, usually without 
any objective evidence of aggravation of the disease was observed. 

To avoid the possibility of development of androgen independence in the 
prostatic cancer patient the logical approach would be to carry out virtually 
simultaneous orchiectomy and adrenalectomy. Patient M.C. had advanced 
and progressing prostatic cancer when first seen at Memorial Center. 
Although he had received prior estrogen therapy, a careful history and the 
physical findings suggested that the dosage had been inadequate and his 
status was felt to be due to insufficient treatment rather than to true estrogen 
relapse. Bilateral adrenalectomy was followed by a two-week period of sub- 
jective improvement without objective evidence of benefit after which he 
again proceeded to go downhill. One month after adrenalectomy, bilateral 
orchiectomy was performed with a prompt symptomatic and partial objec- 
tive remission which has been maintained to this date. A preoperative serum 
acid phosphatase of approximately 40 Bodansky units, unaffected by adren- 
alectomy, fell gradually to normal levels within three months following 
orchiectomy and has remained normal. Regression has occurred in the local 
prostatic disease since orchiectomy although the bone metastases seem to have 
progressed. Thus, in this patient, adrenalectomy failed to produce either a 
significant subjective or objective remission of his disease, although bilateral 
orchiectomy subsequently accomplished both. The relative adrenal contri- 
bution of androgen to the normal male with intact testes may be simply too 
small to favorably influence prostatic cancer growth. Of further interest is 
that in patient T.H., who obtained dramatic objective regression of his 
disease following adrenalectomy, preoperative testosterone had no detectable 
effect. Unfortunately tests of sensitivity to testosterone were not systema- 
tically carried out in the adrenalectomized patients either preoperatively or 
postoperatively, so that information on this point is inadequate. 

In addition to the possibility that different prostatic cancers may have 
widely differing requirements of androgen for their prosperity, the failure 
to obtain detectable evidence of tumor stimulation from testosterone admin- 
istration may mean either that endogenous androgen is already providing 
maximal stimulation or that present methods of assaying tumor growth are 
inadequate for the detection of the subtle growth change produced. The 
generally anabolic action of testosterone also may in some instances alter 
tumor-host relationships in favor of the host and further complicate evalua- 
tion of specific testosterone effects on tumor growth, 

3. Bilateral adrenalectomy versus total adrenalectomy. A third possibility 
to account for the failure of bilateral adrenalectomy is that the procedure may 
not accomplish the total ablation of adrenocortical tissue. It has long been 
recognized that adrenocortical rests may occur beneath the capsule of the 
kidneys, beneath the capsule of the liver, in the retroperitoneal tissues along 
the: course of the gonadal vessels or in the retroperitoneal tissue about the 


celiac plexus. Recently Graham* has reported the presence of accessory 
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adrenocortical tissue in the region of the celiac plexus in 32 of 100 consecu- 
tive autopsies. The accessory nodules average 7 by 4 by 3 mm. in size. Thus, 
bilateral adrenalectomy does not represent total adrenalectomy in about 
one-third of the cases. 

4. Validity of the initial hypothesis. Finally, there remains the possibility 
that the initial postulate regarding the androgen dependence of prostatic 
cancer is wrong or at least incomplete. Possibly, indeed probably, 1 or more 
other factors are concerned. Interest is being focused more and more on 
the pituitary, not only because hypophysectomy might indirectly accomplish 
total adrenalectomy, but also because there is beginning evidence that other 
pituitary factors may be directly involved in prostatic growth. 


SUMMARY 


Experience at Memorial Center in the treatment of prostatic cancer by 
bilateral adrenalectomy has been presented and possible reasons for the 
evident failures of this means of therapy discussed. 


From the Division of Clinical Investigation, Sloan-Kettering Institute, and the Medical and Surgical 
Departments, Memorial Center for Cancer and Allied Diseases, New York 21, New York. 
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Symmetrical Enlargement of 
Submaxillary Salivary Glands 
in the Aged 


George Kelemen, M.D. 


N COLLECTING observations on the palatine tonsils in the aged in 1945', 
the immediate surroundings of these organs were studied. Special search 
for enlarged lymph nodes indicated that these are exceedingly rare. The 

oldest person to exhibit a unilateral, retroangular node was an 84-year-old 
woman, with a minimal tonsillar remnant on the same side. On the other 
hand, soft, enlarged, submaxillary salivary glands, nearly all bilateral, were 
encountered frequently. Many old patients, presenting every kind of otolaryn- 
gologic complaint, exhibited this condition. Most of them were unaware of 
its presence; in no case was this enlargement a reason for seeking medical 
attention. Palpation was easier in a lean neck, but the enlargement was found 
iti extremely lean as well as in extremely obese individuals of both sexes. 

It seemed, therefore, advisable to investigate this phenomenon in a series 
of old people. A starting age of 71 was chosen since the enlargement can be 
found most frequently in this group, although it is by no means rare in the 
sixties, and turns up, in exceptional cases, at 55 or 56 years of age. 

Although “submandibular salivary gland” is the logical term, the gen- 
erally used ‘‘submaxillary” is adopted here for reasons of conformity. 


MATERIALS AND METHODS 


@) NE HUNDRED persons, 50 men and 50 women, taken at random among 
the patients of the Long Island Hospital of the City of Boston, were 
examined in this survey. As this is a hospital for chronic diseases, its patients 
show many kinds of incapacitating conditions while others need hospital care 
for general senile debility. No patient in the series manifested pathology in 
the region of the neck. Of the 50 men in the series, there were 21 from 72 to 
80 years of age and 29 from 81 to 91. There were 31 women from 71 to 80 
vears of age and 19 from 81 to 89. 

First, all regions of the neck were carefully searched for enlarged lymph 
nodes. Then, the region of the submaxillary gland was examined by external 
palpation followed by bimanual palpation from both inside and outside. 
Braus* found that, with one finger between tongue and mandible pressing 
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SYMMETRICAL ENLARGEMENT OF GLANDS 


against the mandibular angle and the other hand pressing from outside, the 
contours of the gland can be followed exactly. 

In cases with positive findings, the condition of the teeth and the stage 
of involution of the palatine tonsils were noted. 


OBSERVATIONS 


; = INFREQUENCY of lymph node enlargements at the mandibular angle, 
noted in the previous tonsil studies, was wholly substantiated. Only one 86- 
year-old man and one 76-year-old woman presented several small, hard, per- 
fectly movable lymph nodes lying against the internal aspect of the mandibular 
ramus at both sides. 

The positive findings were divided, roughly, into two categories. In 
patients of the first group some difficulty was encountered in determining the 
boundary against the sublingual, salivary gland since this gland itself was 
never found enlarged. The patients of the second group had well-circum- 
scribed, conspicuous enlargements of the submaxillary salivary gland. 

Ten men and 12 women showed the phenomenon of submaxillary gland 
enlargement which, with a single exception for each sex, was bilateral. Among 
the men, 4 belonged in the first and 6 in the second group; among the women, 
6 were in the first and 6 in the second group. 

The gland offered a soft resistance to the palpating finger, and the entire, 
or at least two-thirds, of the circumference could be well outlined. 

Of the 22 positives, 19 were edentulous, the remaining 3 presenting only 
a few incisors or canines. 

Conditions inside the tonsillar fossa were noted in all the positive cases. 
In 2 patients, the fossa was nearly empty; in 9, tonsillar remnants were 
minimal to small; and in 8, there was considerable lymphoid tissue. Three 
patients, who were noncooperative due to senile psychoneurotic conditions, 
were not examined for lymphoid tissue. In our previous paper, it was empha- 
sized that in these decades no exact correlation exists between age and 
amount of tonsillar tissue preserved. None of these patients had undergone 
a tonsillectomy, reflecting the infrequency of this intervention in the period 
of their youth. 

Six of the positive men and 7 of the women were in their seventies. Four 
men and 5 women were in their eighties. The oldest man in the positive group 
was 83, and the oldest woman, 89. 

It is realized that repeated examination of the same patient at different 
times might have shown differences in gland enlargement. Examinations 
were carried out in July on days that were generally hot. Patients were a 
well-sheltered group hospitalized, in frequent instances, over several years. 
Many were obese; and even though it would have been easy to note weight, 
this would mean little without data on body height. Recording height in these 
age groups is almost futile as many of the patients are confined constantly to 
their beds or have suffered deformities in posture due to their age. 

Pulsation of the submaxillary artery, which runs in the posterior border 
of the gland, was never clearly felt across the organ. 
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It would be desirable to extend the sampling to larger groups, to various 
seasons and climates, and especially to nonhospitalized persons. First of all, 
histologic reports on similar enlarged glands should be obtained. 


REVIEW OF THE LITERATURE 

Comparative histology 

Goodpasture® saw degenerative changes in the cells lining the intermediary 
ducts of the submaxillary glands of dogs in senescence. 
* confirmed the observations of Frisch- 
regarding the human submaxillary gland. 
Senile sclerosis was present, with increase of the collagenous stroma of the 
connective tissue by hypertrophy and hyperplasia of pre-existent fibers, and 
by the passing of the reticular stroma through a scleroreticular phase. In 


Allara, in his work on the dog, 


mann, as quoted by Levi-Pepere,’ 


this way the submaxillary salivary gland undergoes senile sclerosis as do 
other organs whose function is decreased by aging. The objection arises that 
sclerosis also helps to explain the enlargement, or at least the increased 
palpability. It is difficult to see why this condition should be restricted, 
among the salivary glands, to the submaxillary. 

Raynaud® noted sex differences in the submandibulars of mice. She 
described, in the female, an approach to the male condition in older animals : 
hypertrophy, and extension and ramification of the tubules. Andrew,’ in his 
Wistar rats, could not substantiate this finding. 

Andrew studied age changes in the submandibular glands of rats. The 
histologic picture was markedly different from that seen in young and 
middle-aged animals. Oncocytes> were numerous and conspicuous. The 
granular parts of the ducts showed more pycnotic and shrunken nuclei; the 
lumina were obscured and infiltration by lymphocytes was common. There 
were no sexual differences. Great variety in size and shape of the nuclei and 
increased size of the cell body were characteristic. As compared with the 
parotid glands of these animals, the lack of fatty degeneration in the sub- 
mandibular was rather surprising. Transferred to human conditions, the 
occurrence of oncocytes and infiltration by lymphocytes could account for a 
soft enlargement of the organ. 

Hill? mentioned that salivary glands are greatly hypertrophied in leaf- 
eating primates, which may indicate the influence of a_ proportionally 
increased vegetable diet in old people. 

Here, also, belongs the finding of Goodpasture and Wislocki'® of a 
small papillomatous growth in the ducts of the submaxillary gland of an old 
dog. 

The output of the totality of the salivary glands, geared transitionally by 
pilocarpine to a maximum (Kelemen’’), increases metabolism in the curarized 
dog about 10 per cent. 


Human evolutionary histology 


Traina’’ found the fat content of the epithelium of the salivary glands 
undiminished amid a general disappearance of fat in marantic individuals. 
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Yamaguchi’* complemented this statement. He saw fat pigment, of which 
more is present with advancing age, in the largest amount in the submaxillary, 
among the great salivary glands. Schramm”™ confirmed the presence of an 
increased amount of fat in the salivary glands of old individuals. 

Hamperl® discovered in aging salivary glands a special kind of cell, 
termed by him “‘oncocytes,” characterized by changes which always involved 
an increase in the volume of these cells. Andrew’ demonstrated their presence 
in aging rats. Accumulation of these elements results in the formation of 
hyperplastic, even tumor-like nodules. 

Steinhardt’? observed similar foci, calling their constituents transitional 
cells. These were organized in the form of-solid or adenomatous type. 
Clinicopathological references 

Ewing’® pointed out that simple epithelial tumors are exceedingly rare 
in the salivary glands. 

Lipomata of the salivary glands are found mainly in the parotids, in men 
of the age group between 30 and 50. Berberich” called attention to the fact 
that they can occur bilaterally and symmetrically, in which case they might 
be found at both mandibular angles or on both sides of the lingual base. 

According to Homans'* the submaxillary salivary gland often becomes 
the center of an acute suppurative lymphadenitis, as it lies in the midst of 
lymph nodes some of which are buried in its capsule. In contact with the 
glands, near the mandible, are the submaxillary lymph nodes but they were 
seldom palpable in our patients. The absence of palpable lymph nodes in our 
findings does not exclude the possibility of a similar process at a younger age, 
which might have left its mark by cicatrizations in the gland or its capsule. 

Bradbury’’ mentioned that the syndrome of Mikulicz is not always com- 
plete. Any one or more of the salivary glands may escape. Pratt, Correa and 
reported a case with a frustral, larvate Mikulicz syndrome. 

Morgan and Castleman” considered gradual replacement of the glandular 
parenchyma by lymphoid tissue and formation of “‘epi-myoepithelial islands” 
by cellular proliferation in the ducts as the fundamental changes in Mikulicz’s 


Leborgne™ 


disease. They registered loss of the normally present fat; this circumstance 
in itself seems to exclude Mikulicz’s disease as a basis of the late enlarge- 
ment considering the reports of Traina, Yamaguchi and Schramm. 

Barker,” in 300 patients past 60 among a series of different changes, 
placed digestive symptoms second in frequency. 


12-14 


Meyer and Necheles** explained the dry tongue of old age on the basis 
of the decreased salivary secretion. There is a decrease, qualitative and quan- 
titative, of enzymes in the salivary, gastric, and pancreatic secretions. They 
found unwarranted, however, the idea of restrictions imposed on old people 
because of the fear of inadequate digestion of carbohydrates, protein, and fat. 


DISCUSSION 
‘Bete and Jacob* stated that the osteo-fibrous bed of the submaxillary 
gland is well delimited in its entire circumference. Demarcation against the 
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sublingual gland is always fairly easy. On palpation, attention should be given 
to the changing tonus of the musculature of the mouth in the aged.”* This 
should be kept in mind as one may palpate muscular lumps which might be 
confused with salivary glands or lymph nodes. 

If it should be found that the basis of the phenomenon is not so much 
larger size as higher density, one would then speak of increased palpability 
rather than enlargement. 

In our patients no connection could be found to identify this finding with 
any specific pathologic condition. Dental infection was excluded by their 
Tonsillar remnants could not be made responsible for a 
manifestation of infection restricted to the submaxillary. The few 
pus in the residual tonsil tissue belonged to the negative group. 

It is imperative to know about this phenomenon to avoid confusion with 
malignancy. Nothing denoted a malignant condition in our 100 
Moreover, none of them had any knowledge of the presence of 
enlarged submaxillary glands nor were they told when such were found, as 
this might have evoked or aggravated carcinophobic apprehensions. 

Until more precise knowledge accumulates, 
this phenomenon a “‘sign,’ 


edentulous state. 


cases with 


signs of 


patients. 


one should avoid calling 
as this term designates objective evidence of a 
of a pathological change was found, one may well be 
confronted with an occurrence belonging to the course of normal involution. 


disease. As no vestige 
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Congestive Heart Failure 
in the Elderly 


P. J. Sonnek, M.D. 


ONGESTIVE heart failure may be defined as a chronic form of circulatory 
failure with manifestations of venous congestion. Although the main 
features of congestive heart failure in old people do not differ from 

those in younger age groups, I would like to mention a few points with 
special reference to the aged. First, the age of the old patient is not prog- 
nostically significant, except in extreme cases. Second, the outlook is not as 
bad as one might think. Third, the prognosis depends more on the type of 
precipitating factors than on the actual disease of the heart itself. Fourth, 
there are diagnostic difficulties in the aged which are not met in younger 
patients. Fifth and last, as far as the treatment is concerned, the main prin- 
ciples are the same as in the young patients. 

There are two alternative concepts explaining the mechanism leading to 
the manifestation of congestive heart failure—the forward failure theory 
postulating the heart’s inability to supply the tissues adequately, and the 
backward pressure theory, which explains the same phenomena by damming 
of blood behind the heart. Friedberg’s theory, combining the merits of both, 
is satisfactory for working purposes. Friedberg maintains, first, that the signs 
and symptoms of congestive heart failure are due to difficulties imposed by 
the compensatory mechanism, which is increased blood volume, not directly 
due to the deficient output; and, second, he maintains that the increased 
venous pressure behind the ventricle is the result of inability of the ventricle 
to accept and expel the increased venous return as rapidly as it comes. These 
theoretic considerations are necessary, as we often meet discrepancies in 
signs and symptoms, and the interpretation may be difficult without taking 
into account the complex compensatory mechanism. 

When congestive heart failure develops after evident damage to the myo- 
cardium and an important part of the muscle has been destroyed, it is 
understandable that the heart fails. The question that arises when dealing 
with congestive heart failure in old people is, why does it develop in patients 
where no cardiac catastrophe has occurred? The underlying cause of chronic 
heart failure in all cases is a pathologic change in the heart itself due ulti- 
mately to various degrees of anoxemia. In our experience this underlying 
cause of congestive heart failure in old people is arteriosclerotic, hypertensive, 
and sometimes syphilitic heart disease. In all three instances there is usually 
a large heart. Rheumatic heart disease is, I think, a rare immediate cause of 
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failure in old people, except in the not so old, where arteriosclerosis acts as a 
precipitating factor in the rheumatic heart. Chronic cor pulmonale is com- 
paratively rare in the aged, and senile emphysema does not cause right heart 
embarrassment directly. 

Postmortem in the heart itself does not always support the diagnosis of 
congestive heart failure. There is often no close correlation between the 
degree of failure and the extent of the damage. In arteriosclerotic aortic 
insufficiency there may be no clinical evidence of the lesion except the mur- 
mur, and calcific aortic stenosis is very often asymptomatic. I have seen gross 
coronary sclerosis and even small old infarctions with little or no evidence of 
congestive heart failure antemortem, and I have also seen gross failure with 
little anatomic change. 

The small atrophic heart commonly found in old people does not go into 
congestive heart failure; it is the larger heart which fails. On the other hand, 
cardiac hypertrophy is not incompatible with normal activity or a long life. 
The large heart may be considered as a compensatory mechanism and con- 
gestive heart failure means failure in this particular compensation. 

For practical purposes the importance of precipitating factors of con- 
gestive heart failure has to be stressed, as these explain why an old patient 
develops this form of failure. The precipitating factor may be intrinsic or 
extrinsic. 


CLINICAL STUDY 


iy ORDER to determine the importance of precipitating factors, a survey 
was made in 1951 of 100 patients with congestive heart failure at Langthorne 
Hospital, including the first 50 cases who died and the first 50 who recovered 
and were discharged. The average age in both groups was 77 years. 

The underlying causes in the first 50 patients who died were arterio- 
sclerosis, 64 per cent; arteriosclerosis with hypertension, 28 per cent; rheu- 
matic disease, 4 per cent; tuberculosis, 2 per cent; and kyphoscoliosis, 2 per 
cent. Among the 50 discharged patients the pattern of the underlying 
causes was similar, except that the proportion of hypertensive patients was 
definitely higher—arteriosclerosis, 52 per cent; arteriosclerosis and hyper- 
tension, 44 per cent; rheumatic disease, 2 per cent; and syphilis, 2 per cent. 

As far as the precipitating factors are concerned, the picture is different 
in each group. The intrinsic factors predominate in those cases which ended 
fatally (58 per cent) and the extrinsic in those who recovered (84 per cent ). 
As the extrinsic precipitating factors are both interesting and important, they 
will be discussed in greater detail. Their proportion in our two groups was 


as follows, naming deaths first, discharges second: infections 18 per cent: 
48 per cent; anemia 2 per cent: 6 per cent; pulmonary embolism 4 per cent: 
4 per cent; physical and emotional strain 2 per cent: 12 per cent; economic 
factors 0: 2 per cent; insulin shock 0: 2 per cent; injury 0: 2 per cent; cere- 
bral thrombosis 8 per cent: 4 per cent; renal diseases 2 per cent: 0; tuber- 
culosis 2 per cent: 0; Paget’s disease 2 per cent: 0; and unspecified factors 
2 per cent: 4 per cent. 
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Infections make the heart work harder and quicker, thus shortening the 
diastole with a harmful effect on the big heart, as it means a shorter time 
for the coronary inflow and also for the ventricular filling. Infections also 
have a toxic effect on the myocardium, and are associated with sodium 
retention. 

Congestive heart failure in an old patient can be precipitated and main- 
tained by overwork or even by having to climb to an upstairs bedroom. 
As to the emotional factor, one of our arteriosclerotic patients develops the 
left heart failure syndrome whenever he is worried or afraid, and this leads 
to an easily reversible failure. 

Anemia in old people is common, especially in its subclinical form, that 
is, hemoglobin between 65 and 80 per cent. Also severe anemia with hemo- 
globin of 20 to 30 per cent is by no means rare, even if malignant disease is 
excluded. Both types may precipitate congestive heart failure, especially the 
more severe form of anemia. I have three cases of congestive heart failure 
with hemoglobin of 20 to 28 per cent which cleared up when the hemoglobin 
reached the level of about 80 per cent. 

Pulmonary embolism is a fairly common precipitating factor in old 
people, either by itself or later through pleural effusion or pyothorax. 

Transfusions and sodium-containing infusions may easily upset the pre- 
existing compensation of hypertrophy. In old patients this danger is present 
even when there is no clinically apparent heart disease. Twice I had to treat 
pulmonary edema brought on by a small drip transfusion. 

Reviewing our series of congestive heart failure in old people, although 
it does not show in the above figures, I cannot help but feel that poverty and 
bad social and economic conditions aid and abet the precipitating factors. 

Where no precipitating factor was recorded, analysis is difficult. I think 
that in the majority of these cases the precipitating factor was intrinsic, in 
the form of a diminishing arterial supply to the big heart. Postmortem 
findings support this opinion. 


DIAGNOSIS 


I: Is sometimes difficult to diagnose congestive heart failure in old people, 
especially in its early stages. The cervical veins are not always seen, large 
liver, although suspected, may not be easily proved in the aged. Edema due 
to bilateral venous thrombosis in the legs may present diagnostic problems, 
but more difficulties are found in patients in whom tissue pressure is reduced 
—that is, in cachectic and bedridden patients with lax subcutaneous tissues 
and in those whose tissues have been stretched by previous edema. Postural 
edema is not uncommon, and when combined with dyspnea in an old patient 
it may closely simulate congestive heart failure. When some minor degree of 
failure is really present, the difficulty of separating the two conditions is 
considerable. 

Dyspnea on exertion is present in all old persons and the usual functional 
tests are not practicable. Orthopnea is more significant, but some degree of 
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orthopnea is common without failure. On the other hand, dyspnea connected 
with so-called chronic bronchitis is often due to heart failure, either left 
ventricular strain or later congestive heart failure. And of course we find 
repeatedly pulmonary venostasis with superimposed infection, which follow 
each other in a vicious circle. 

It is good practice to measure in old people not only the venous pressure 
directly, but also the circulation time. Old people tolerate saccharin or dehy- 
drocholine for arm-tongue very well, and dehydrocholine is useful in confused 
or mentally slow patients because its bitter taste makes them grimace or 
even spit. Paraldehyde for arm-lung time gives a really objective sign in 
cough and smell. A prolonged circulation time in both venous and arterial 
portions usually means congestive heart failure, but if anemia or a febrile 
condition is present, the circulation time may be normal in congestive heart 
failure, though the proportion of arterial and venous time has shifted. Measur- 
ing circulation time helps to distinguish dyspnea and orthopnea due to a 
pulmonary condition from congestive heart failure, as in the pulmonary 
condition, circulation time is normal or shorter. In anemia interpretation is 
more difficult, but when the time is normal in marked anemia, congestive 
heart failure must be suspected. 

The differential diagnosis of the underlying cause as distinct from the 
precipitating factor is limited in old people to arteriosclerosis either alone 
or combined with hypertension, rheumatic disease, or syphilis. Coronary 
arteriosclerosis cannot be diagnosed safely on the strength of age and state 
of peripheral arteries alone, though when congestive heart failure develops 
in an old patient, the presence of arteriosclerotic heart disease may be pre- 
sumed. 


TREATMENT 


rn no treatment exists for these underlying causes, except 
perhaps for hypertension, where ganglion-blocking agents seem to be promis- 
ing. However, what is important is the treatment of the precipitating factors, 
especially the extrinsic, either conservatively or surgically. Also the burden 
of increased venous pressure can be relieved. 

In congestive heart failure, the dosage of digitalis does not differ from that 
used in younger people. It does not depend on the weight of the patient and 
has to be found empirically. Digoxin is tolerated well and has many advan- 
tages for establishing the required level, and digitalis is safe and efficient for 
maintenance. I have never seen a condition in an old patient in which the use 
of strophanthin or ouabain intravenously was justified, in preference to 
intravenous digoxin. Both drugs are poorly absorbed and unsuitable for oral 
administration. 

Mercurial diuretics are not without risk for old men who suffer from 
urologic diseases, as profuse diuresis may lead to retention. Acute reten- 
tion may be provoked by increased diuresis even without mercurial drugs. 

- Morphia is safe for old people, subcutaneously or intravenously. Some- 
times, however, it produces Cheyne-Stokes breathing when the respiratory 
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center is already depressed by arteriosclerosis. For this reason it is preferable 
to give morphia combined with aminophylline when arteriosclerosis, pul- 
monary disease, and congestive heart failure are all present together. 

Antibiotics, iron, liver extract, vitamins, especially the B complex and 
C, an adequate intake of proteins, and improvement of the social and eco- 
nomic situation are of the first importance. 

Old people in congestive heart failure should of course limit their activ- 
ities, but one has to balance the benefit of enforced invalidism with a less 
confined and happier life, in spite of its greater theoretic risks. The reduc- 
tion of tissue pressure and muscle tonus in inactive bedridden patients may 
itself contribute to the formation of edema, and there are also the dangers 
of phlebothrombosis, pulmonary infarction, and hypostatic pneumonia. The 
value of rest is questionable for a patient who is unhappy and restless in bed, 
and I prefer to see edema in the legs rather than in the lungs and in the sacral 
region where they predispose to bedsores. 

Old people tend to be confused when lying in bed and I think that this 
phenomenon may be related to the changes in the postural pressure in the 
rigid cerebral arteries. The residual cardiac edema often disappears when 
the patient gets up, and this disappearance is usually real, not due to a 
redistribution of tissue fluids. Old people become bedridden with a long stay 
in bed, and osteoporosis, bone atrophy, and wasting of muscles is intensified. 
Urinary retention may be precipitated in men with a large prostate. Consti- 
pation is aggravated and the strain when using a bedpan is definitely greater 
than with a commode chair. 


CONCLUSIONS 


Bes prognosis depends on the underlying cause, especially in cases in which 
actual damage to the heart muscle has occurred, but associated hypertension 
does not seem to influence greatly the outcome. From the practical point of 
view the nature of the precipitating factor is all important. The cases with 
the best outlook are those in which the congestive heart failure was precipi- 
tated by extrinsic factors which can be treated. The magnitude of the 
failure is prognostically important, but difficult to assess, as the increased 
venous pressure and the extent of the edema are not closely related to the 
failure, except in terminal cases. 

It is not uncommon to find patients living in congestive heart failure 
for months and in these cases I see such failure as the compensatory mech- 
anism par excellence. There are few conditions in the practice of geriatric 
medicine where such encouraging results may be achieved as in treatment 
of congestive heart failure. 

I wish to thank Dr. J. DeLargy, senior medical officer, Langthorne Hospital, for the help and 


facilities afforded to me, and for the cooperation of my colleagues Dr. B. Gordon, Dr. A. M. Hannigan, 
and Dr. S. M. Williams. 
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A” HOUGH he never used our terms 
of “geriatrics” and “gerontology, 
Shakespeare knew and appreciated the 
biological landmarks of senescence and 
senility. The word “age” appears in his 
writing 230 times, 132 of which refer 
in some way to the human senescent 
“Aged” is found 30 times, 
always with a senescent meaning. 

Avarice is portrayed as a psychologic 
characteristic of aging. “Pity not hon- 
ored age for his white beard; he is an 
usurer” (Timon, IV, 3); “an old man 
loves money” (All’s Well, II], 2); “A 
man can no more separate age and cov- 
etousness than a’ can part young limbs 
and lechery” (// Henry IV, 1, 2). 

Hamlet paints to Polonius this pic- 
ture of the aged: 


process. 


The satirical rogue says here that old men 

have gray beards, that their faces are 

wrinkled, their eyes purging thick amber 

and plum-tree gum and that they have a 

plentiful lack of wit, together with most 

weak hams. 

When Macbeth is face to face with de- 
feat at Dunsinane, he depicts aging as 
it applies to himself and lists the ideal 
accompaniments of old age which he 
admits he cannot hope to realize: 





William Shakespeare, 


Gerontologist 


Walter E. Vest, M.D. 


I have lived long enough; my way of life 
Is fall’n into the sear, the yellow leaf; 

And that which should accompany old age 
As honor, love, obedience, troops of friends, 
I must not look to have. 


Macbeth, V, 3. 


Rapid aging is portrayed when 
Aegeon laments the fact that he has 
changed so greatly that his own son 
fails to recognize either his features or 
his voice. 


Know not my voice! O time’s extremity, 
Hast thou so crack’d and spitted my poor 
tongue 
In seven short years, that here my only son 
Knows not my feeble key of untun’d cares? 
Though now this grained face of mine be hid 
In sap-consuming winter’s drizzled snow, 
And all the conduits of my flood froze up, 
Yet hath my night of life some memory, 
My wasting lamps some fading glimmer left, 
My dull deaf ears a little use to hear. 
Comedy of Errors; V, 1. 


While Henry V is paying court to 
Katherine, he sketches this “old age, 
that ill layer up of beauty.” 


A good leg will fall; a straight back will 
stoop; a black beard will turn white; a 
curled pate will grow bald; a fair face will 
wither ; a full eye will wax hollow. 

Henry V,V,1. 


WALTER E. VEST, @ graduate of the University of Virginia Medical College in 1909, is con- 
sulting internist at the Chesapeake and Ohio Hospital and chairman of the staff of 
St. Mary’s Hospital, Huntington, West Virginia. Dr. Vest is editor of the West Virginia 


Medical Journal and an associate editor of Geriatrics. 


80 











Generally speaking, Shakespeare ac- 
cents the somber aspects of the aging 
process, but now and then the brighter 
side is drawn, as when Old Adam, ap- 
proaching fourscore, begs to accompany 
Orlando and work as a servant. Pure 
senescence is described here, rather than 
senility. 

Let me be your servant; 

Though I look old, yet I am strong and 

lusty ; : 

For in my youth, I never did apply 

Hot and rebellious liquors in my blood ; 

Nor did not with unbashful forehead woo 

The means of weakness and debility ; 

Therefore my age is as a lusty winter, 

Frosty, but kindly. Let me go with you; 

I’ll do the service of a younger man 

In all your business and necessities. 


As You Like It, Il, 3. 
The infirmities which characterize 
senile decay are described by Ulysses 


in conversation with Nestor and Aga- 
memnon : 


And then, forsooth, the faint defects of age 
Must be the scene of mirth; to cough and 
spit, 
And with a palsy- fumbling on his gorget, 
Shake in and out the rivet. 
Troilus and Cressida, I, 3. 


Polixenes depicts to Florizel the veg- 
etative old man, a victim of cerebral ar- 
teriosclerosis and in second childhood. 


Is not your father grown incapable 

Of reasonable affairs? is he not stupid 

With age and altering rheums? can be 
speak ? hear? 

Know man from 
estate ? 

Lies he not bed-rid? and again does nothing 

But what he did being childish ? 

Winter's Tale, 


man? dispute his own 


IV, 4. 


Perhaps the most nearly perfect of 
all the poet’s biological descriptions is 
found in Jaques’ speech in As You Like 
It, Il, 7, depicting the seven ages of 
man. Here is that portion pertinent to 
gerontology : 

The sixth age shifts 
Into the lean and slipper’d pantaloon, 


With spectacles on nose and pouch on side, 

His youthful hose, well 
wide 

For his shrunk shank; and his big manly 
voice, 

Turning again toward childish treble, pipes 

And whistles in his sound. Last scene of all, 
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That ends this strange eventful history, 

Is second childishness and mere oblivion, 

Sans teeth, sans eyes, sans taste, sans every- 

thing. 

Merry old Falstaff, dissolute and 
worthless though he be, is nevertheless 
one of the most interesting of all Shake- 
spearean characters. In his colloquy 
with the Lord Chief Justice, Sir John 
declares that old men have “bitterness 
of gall” and, though a dotard of seven- 
ty, boasts that he, himself, is still young. 
[hereupon the Chief Justice, piqued at 
the old jester’s imperturbable humor, 
retorts: 

Do you set down your name in the scroll of 

youth, that are w ritten down old with all 

the characters of age? Have you not a moist 
eye? a dry hand? a yellow cheek? a white 
beard? _a dec reasing leg? an increasing 
belly ? is not your voice broken? your wind 
short? your chin double? your wit single? 
and every part about you blasted with an- 
tiquity? And will you yet call yourself 
young? 

II Henry IV, 1.2 


The clearest delineation of mental 
senility is, of course, Lear. The old king, 
who has for so long been an absolute 
monarch, imperious and dignified, but 
apparently never too keen of wit, is now 
fourscore and a victim of cerebral ar- 
teriosclerosis. Realizing that he cannot 
continue as he has been doing, he plans 
to divide his kingdom among his three 
daughters. However, at the ceremony 
incident to division of the realm, he be- 
comes incensed at Cordelia, his young- 
est daughter, because she will not fawn 
upon him and gives her to the King of 
France, which is virtual banishment. 
Che elder daughters linger to discuss 
the old King’s mentality : 

Goneril: You see how full of changes his 
age is; the observation we have made of it 
hath not been little. He always loved our 
sister most; and with what poor judgement 
hath he now cast her off appears too 
grossly. 

Regan: ’Tis the infirmity of his age; yet he 

hath ever but slenderly known himself. 

Goneril: The best and soundest of his time 

hath been but rash; then must we look to 

receive from his age, not alone the imper- 
fections of long-engraff’d condition, but 
therewithal the unruly waywardness that 
infirm and choleric years bring with them. 
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Regan: Such unconstant starts are we like 
to have from him. 
King Lear, I, 1. 


The mental aberration incident to the 
age of Lear is noted by Regan who says 
to her father : 


QO’, sir, you are old; 
Nature in you stands on the very verge 
Of her confine ; you should be ruled and led 
By some discretion, that discerns your state 
Better than yourself. 


King Lear, II, 4. 


The inhuman conduct of Goneril and 
Regan toward their aged father in- 
creases his mental difficulties. 


Here I stand,... 
A poor, infirm, weak, and despis’d old man; 
... My wits begin to turn. 
King Lear, III, 2. 


And then comes the complete maniac 
episode in the storm upon the heath, 
when he “in high rage” becomes com- 
pletely distraught, raves and tears off 
his clothing. 

In the trial scene, when Edgar says 
of Lear, “Look, where he stands and 
glares!’’, Lear is a victim of visual hallu- 
cinations. He sees first Goneril and lat- 
er Regan both of whom he wishes tried 
for their brutality to him. And then his 
hallucinations become auditory as well 
visual for he sees his little dogs, 


as 


“Tray, Blanch and Sweetheart, see, they 
bark at me.” 
A few days later, near Dover he was 


ie 
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As mad as the vex’d sea; singing aloud; 

Crowned with rank fumiter and furrow- 
weeds, 

With bur-docks, hemlock, nettles, cuckoo- 
flowers, 

Darnel, and all the idle weeds that grow 

In our sustaining corn. 


King Lear, IV, 4. 


After a deep sleep, so deep that at- 
tendants have changed his clothes with- 
out awakening him, he arouses and finds 
Cordelia whom he believes to be a spirit. 

You are a spirit, I know: when did you die? 

Where have I been? Where am I? 

I know not what to say. 

I will not swear these are my hands; let’s 

see; 

I feel this pin prick ... 

Pray do not mock me: 

I am a very foolish fond old man, 

Fourscore and upward, not an hour more or 

less; 

And, to deal plainly, 

I fear I am not in my perfect mind. 

Just before his death, he apparently 
has a sensation of tightness in his throat, 
for he calls to an attendant: “Pray you, 

° . by ” 
undo this button: thank you, sir.” An 
instant later, he falls dead, probably a 
cardiac death as indicated by its sudden- 
ness and the fact that it was preceded by 
the sensation of suffocation. 

We have discussed aging as delinated 
by Shakespeare, but by no means have 
we covered all his allusions to the proc- 
esses of aging and senility. We have 
presented ample evidence, however, 
that the immortal bard understood well 
the physiologic and pathologic charac- 
teristics of senescence. 
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The Sex Life of the Aging Individual 


PO gona and gerontologic litera- 
ture has neglected the problem of 
sex in middleaged and older persons. 
Only a few physicians, such as Gum- 
pert and Stokes, have discussed its con- 
tinuing importance into old age. Some 
physicians believe that, in women, sex- 
ual life ends with the menopause, and 
attempt to ascribe a climacteric to men. 
True, sexual potency in men declines 
with aging ; but sexual desire and abil- 
ity to have intercourse and even to 
impregnate occur up to advanced age. 
Likewise, Benedek’s studies show that 
female orgastic potency may continue 
long after the menopause and in some 
women may increase after the fear of 
pregnancy is gone. 

Considerable information has now 
accumulated regarding sex activity in 
late middleage and old age. The new 
Kinsey volume points out interesting 
contrasts between female and male 
sexual arousal and responses through- 
out adult life. On the average, the male 
is at his maximum sexual capacity by 
age 16 or 17, soon after which a steady 
decline begins. Female sexual capacity 
attains its peak a number of years later 
and then remains more or less on a 
level until age 55 or 60. 

This means that by the time many 
women have come to enjoy sex rela- 
tions their husbands are already on the 
downgrade of sexual activity. Men are 
usually aroused sexually by many stim- 
uli that have little or no effect upon 
women, and this is another cause of 
sexual maladjustment in marriage. 

Even though the Kinsey volumes pay 
considerable attention to sex in aging 
persons, it has been pointed out that 





the male study contains data on only 
87 white men and 39 Negroes past 60. 
In the new volume, we find data on 
only 56 white women past 60 at time of 
interview. The totals therefore repre- 
sent fewer than 200 among some 12,000 
persons. 

A few writers have stressed the sex- 
ual needs of older persons and the many 
difficulties encountered in continuing a 
normal sexual experience. Lawton em- 
phasizes that to age successfully the 
older person must retain throughout 
life the feeling that he is still a man or 
woman. 

According to Stokes, our cultural 
load of unconscious sexual anxiety may 
heavily modify the natural sex aging 
process. Men with a lighter load of sex 
anxiety remain sexually potent past 60, 
and in a more guiltless, biologically 
natural culture they might well repre- 
sent the average expectation of sex 
vigor. From comparisons in younger 
men, Stokes also suggests that the 
morning erections reported by Kinsey 
as common in older men for several 
years after onset of impotence indicate 
psychologic, not physiologic impotence, 
although he grants that psychotherapy 
for impotence in older men is less feas- 
ible than in younger ones. Others feel 
that such difficulties as lessened flexi- 
bility and capacity which hinder psy- 
chotherapy are somewhat compensated 
by the aging person’s greater sense of 
urgency to use well what is left of life. 
Stokes emphasizes the Kinsey findings 
that early and long frequency of sexual 
activity does not result in impotence. 
In fact, continued sexual potency helps 
to prevent the hostile, depressed be- 











S4 EDITORIAL 


havior, loneliness, and lack of social 
contacts that may develop in impotent 
or frustrated older men, causing illness 
and suicidal thoughts. 

There is other evidence that sexual 
deprivations in old age may affect lon- 
gevity. One sociologic study of 100 
people past 65 in a midwestern com- 
munity showed that married men were 
much healthier than were single or 
widowed men. Another study found 
that successful older people keep up 
their grooming, form new friendships 
and interests, and may marry if the 
spouse dies. In a third group of old- 
sters, sexual desires were found to per- 
sist in about half, with lack of sexual 
outlet judged to be an important anx- 
iety-producing factor. Gumpert noted 
in elderly persons many unpleasant 
neurotic symptoms as a result of forced 
abstinence from sexual relations. Aring 
relates many severe symptoms of senil- 
ity in part to psychologic causes such as 
[ prestige or status. Insufficient 
nutrition may be one result. Like emo- 
tionally deprived young children in in- 
stitutions, old people may feel so un- 
loved as to literally shrivel up and die 
from inattention. 

Some psychiatrists blame cultural 
attitudes that extol youthful virility 
and competences for our attitudes 
toward older people. Wayne has shown 
that psychotherapy with limited goals 
can greatly increase the senescent per- 
son’s comfort and productivity, making 
him feel still useful and significant. 

The question of attractiveness is 
linked with that of sex. Aging men may 
test their sense of waning attraction by 
entering an extramarital affair. A 
woman may concentrate on cosmetics, 
dieting, and indiscreet erotic attach- 
ments. These reactions are tied up with 
a good deal of conscious and uncon- 
scious anxiety about one’s sexual at- 
tractiveness and capacities. 

Lack of any very satisfactory sexual 
relationships during adulthood, togeth- 
er with early impotence, may account 
in part for the particularly high number 
of sex offenders among older men, 


loss of 


many of them first offenders. Appar- 
ently one very undesirable substitute 


for male impotence or frustration is 
the turning to children, mainly little 
girls but also young boys. A consider- 
able number of older men who display 
aggressive sex interest in children may 
have a life-long history of inadequate 
sexual gratification or of impotence. 

According to Guttmacher and Wei- 
hofen, some of these men are senile, 
with organic defects. They are usually 
poor, of limited education, and their 
lessened ego strength and power of re- 
pression may result from inability to 
adjust to retirement, loss of wife, lack 
of sexual relations, and other changes 
in social environment. Often it is hard 
to establish the offender’s actual under- 
standing and control of his aberrant 
sex impulses. 

Our grave neglect of the emotional 
needs of aging persons is thus clear. 
Men and women often refrain from 
continuing their sexual relations or 
from seeking remarriage after loss of a 
spouse, because even they themselves 
have come to regard sex as a little 
ridiculous, so much have our social 
attitudes equated sex with youth. They 
feel uncertain about their capacities and 
very self-conscious about their power 
to please. They shrink from having 
their pride hurt. They feel lonely, iso- 
lated, deprived, unwanted, insecure. 
Thoughts of euthanasia and_ suicide 
bother them. 

To prevent these feelings they need 
to have as active a sex life as possible 
and to enjoy it without fear. Here, as 
Gumpert notes, they need to count on 
the knowledge and consideration of a 
tactful sexual partner and upon their 
physician’s understanding and _ intelli- 
gent advice. 

I<xtensive studies of older people are 
thus needed in order to determine more 
exactly how sexual activity correlates 
with maintenance of good work and 
social capacities up to an advanced age. 
Studies should also attempt to relate 
organic defects and personality deter- 
ioration with sexual molestation of 
young children by elderly men. 


Kart M. Bowman. M.D. 
Associate editor 

















CLINICAL REPORTS 


This department of GERIATRICS is devoted to reports of inter- 
esting and instructive cases serving to emphasize the clinical 


aspects of geriatric medicine. 





A Demonstration of Multiple Pathology 


Trevor H. Howell, M.r.c.p.ED. and A. P. Piggot, M.R.C.S., L.R.C.P. 


ss of the characteristic features of 
disease in elderly subjects is the 
frequency of multiple pathology. In 
many cases the body of an old person 
shows several morbid processes, 
of which may not have been diagnosed 
during life, as is shown in the follow- 
ing case report. 
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Mrs. M. F., aged 67, was admitted to the 
Geriatric Unit of St. John’s Hospital, Bat- 
tersea, for the treatment of chronic rheuma- 
toid arthritis. On examination, her neck was 
found to be contracted towards the left. 
There was marked kyphoscoliosis, ulnar 
deviation of fingers in both hands and out- 
ward deviation of toes in both feet. Move- 
ment of both shoulders and of the left hip 
was limited. There were large rheumatoid 
nodules on the ulnar borders of both fore- 
arms. The skin of the limbs was shiny and 
atrophic. On examination of the lungs, a 
few scattered moist rales were heard. Ab- 
domen was normal. 

Treatment for rheumatoid arthritis com- 
menced with a manipulation of the neck un- 
der general anesthetic, which somewhat im- 
proved its position. The left hip joint was 
injected weekly with procaine and _ lactic 
acid, followed by exercises. The hands had 
wax baths twice a week. The patient seemed 


to improve under this routine and began to 
gain a little weight. 

Four months after admission, however, 
she had a small hemoptysis. Bacteriological 
examination of the sputum showed no tu- 
bercle bacilli, but Staphylococcus albus, Mi- 
crococcus catarrhalis and Streptococcus vi- 
ridans were grown on culture. X-ray ex- 
amination of the chest showed evidence of 
emphysema, but none of phthisis, neoplasm, 
or bronchiectasis. Small hemoptyses occurred 
on three subsequent occasions before the 
patient’s death three years later, but no 
radiological evidence of disease other than 
chronic bronchitis was reported. During the 
winter months, there were occasional ex- 
acerbations of this condition which were 
successfully treated by inhalations of peni- 
cillin aerosol. 

On further investigation of the joints, the 
patient was found to be an example of the 
“rising shoulder” syndrome. The humerus 
on both sides articulated with the scapula 
and clavicle, forming new joint surfaces by 
vearing away a portion of these bones. This 
prevented the patient raising her arms above 
the level of the clavicles and hands above 
the level of the eyes (figure 1 A). 

Although the patient had been bedridden 
for five years previously, three years after 
admission, she was learning to walk again. 
One morning, however, she coughed up 
some bright red blood and died within a 
few minutes. 
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Fig. 1. A. Characteristic 


Postmortem examination showed the body 
to be that of a thin woman, with neck twist- 
ed to the left by fibrous contracture of the 
muscles on that side. There was osteoarthri- 
tis of the spine, particularly in the lumbar 
region. The left hip also showed osteoarthri- 
tis with erosion of cartilage on the head of 
the femur and marked lipping at the bone 
margins. 

Lungs were emphysematous with pink 
bronchi. Small cavities containing some pus 
were present in both apices. The right upper 
lobe also presented an area of puckered scar- 
ring and fibrosis separate from these cavities. 
At the outer part of the right lower lobe 
there was a small necrotic neoplasm. The 
bronchial glands were enlarged, white, mat- 
ted together and somewhat necrotic, also. 

The esophagus was full of blood. When 
the stomach was opened, there was an ulcer 
near the pylorus about one inch in diameter. 
The base showed an artery whose walls were 
eroded in two places. There was some blood 
in the rest of the gut. 


The heart showed brown atrophy and 
weighed 6 ounces. There was a_ little 
atheroma of the coronary arteries which 


coursed over the surface looking like pieces 
of spaghetti. Other organs appeared normal. 

The right shoulder was dissected out com- 
plete with clavicle and scapula. The head of 
the humerus was almost out of the glenoid 
cavity, lying close under the outer clavicle 
and the acromion process, which were worn 
away by it. The shaft of the humerus showed 
absorption and osteoporosis. 


inability to raise the arms. 
formity of the feet. C. X-ray film of right shoulder showing 
deformity of humerus and erosion of clavicle and scapula. 
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SUM MARY 

This patient died with hematemesis 
from a gastric ulcer whose presence 
was not suspected during life. There 
had been no complaint of dyspepsia or 
abdominal pain while she was under 
observation. The lungs showed sev- 
eral different pathological states, some 
of which had not been revealed by rou- 
tine investigation. There were scars 
of old tuberculosis, bronchiectatic cav- 
ities, chronic bronchitis and a 
new growth. As regards the joints, 
there was osteoarthritis of the hip and 
the spine, but rheumatoid changes in 
the hands, feet and shoulders. When 
brown atrophy of the heart and some 
atheroma of the aorta and coronary 
arteries are added, it seems that there 
were no less than nine separate patho- 
logical processes present in the body 
at autopsy. 
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Age and Achievement 


Harvey C. Lehman, Ph.D., 1953. An Amer- 
ican Philosophical Memoir. Princeton, 
New Jersey: Princeton University Press. 


359 pages. $7.50. 

Professor Lehman’s work, the culmination of 
twenty years of meticulous research, is a sig- 
nificant contribution to the understanding of 
aging as it relates to intellectual achievement. 
It includes the carefully compiled and an- 
alyzed data upon which conclusions of con- 
siderable moment are based. These conclu- 
sions are challenging and should stimulate 
further study of certain facets of the general 
problem. Particularly intriguing are such 
questions as the relation of chronologic mat- 
uration to motivation, the chz tracter of curi- 
osity, and the role of opportunity in fostering 
creativeness in later years. 

Professor Lehman’s conclusions will not be 
welcomed by many of the more mature in the 
fields of science, art, and literature for he says 
that “superior creativity rises relatively rap- 
idly to a maximum which occurs usually in 
the thirties and then falls off slowly.” The 
aging and aged usually possess more wisdom, 
but their adaptability to new viewpoints and 
the acquisition of new techniques decline. To 
unlearn is more difficult than learning. 

Despite Dr. Lehman’s statistical proof that 
the peak of intellectual originality and 
achievement is usually in mid life or earlier, 
there are many exceptions, and, oddly enough, 
the author is the most conspicuous exception 
of all. He does not give this weight, however, 
either because of modesty or because of the 
inevitable scotoma in self evaluation. No man 
can truly see himself, any more than the cam- 
era can take a picture of itself. This is Harvey 
Lehman’s magnum opus and a most outstand- 
ing work it is. 

This is not a volume to sit down and read 
casually. It is worthy of close study. 

Epwarp J. Stieciitz, M.D. 
Washington, D.C. 
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Gout and Gouty Arthritis 


John H. Talbott, M.D., 1953. Modern Med- 

ical Monographs, Number 7. New York: 

Grune & Stratton. 92 pages. $4.00. 
Failure to identify gout or gouty arthritis, and 
thus failure to apply the effective modern ther- 
apeutic armamentarium, is due largely to for- 
getting the probability of gout, particularly 
in the mature. The first criterion for its Tecog- 
nition is a more active index of suspicion. In 
this small, condensed, and informative mono- 
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graph, Dr. John Talbott epitomizes modern 
information anent the etiology, pathogenesis, 
diagnosis, and therapy of gout. Despite its 
brevity, the book is splendidly illustrated with 
32 figures—revealing tables and well repro- 
duced x-ray photographs of gouty lesions. 
The material is sufficiently comprehensive to 
interest the serious student and investigator of 
gout as well as the practitioner concerned 
with diagnosis and therapy. 

The idea of a series of short monographs, 
constructed so they may be kept up to date by 
frequent revisions, is one which has been a 
favorite with the reviewer for many years. If 
Talbott’s volume is representative of the qual- 
ity of the series as a whole, Grune and Strat- 
ton are to be congratulated for making a real 
contribution to medical literature and educa- 
= Epwarp J. Streciitz, M.D. 

Washington, D.C 
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Rehabilitation of the Physically 
Handicapped 


Henry Kessler, M.D., Revised edition, 
1953. New York: Columbia University 
Press. 275 pages. $4.00. 


This book by one of the outstanding pioneers 
in the field of rehabilitation presents in a 
readable manner the philosophy of rehabilita- 
tion and the need for it which exists in this 
country. The economic waste of needless 
disability when manpower is at a premium 
makes expansion of current facilities nation- 
ally important. Many government and pri- 
vate agencies are furthering the work, but as 
Kessler points out in his preface, “the work 
of these specialized agencies depends for its 
success upon the private citizen. Through 
his support of rehabilitation measures and 
his faith in the handicapped, he can, and 
will, translate the fundamental concepts and 
plnlosophy of rehabilitation into the every- 
day life of every citizen.’ 

The book is written in simple, nontechnical 
language so that its message will be avail- 
able to lay readers. Its authoritative review 
of the development of rehabilitation facilities 
and practices should make interesting read- 
ing for physicians who wish to become fa- 
miliar with the scope of rehabilitation, its 
relationship to other facets of medical prac- 
tice, and the basic principles of physical, 
social, economic, and vocational rehabilita- 
tion. 

The first part of the book discusses the 
general problems of the disabled, with par- 
ticular comment on the crippled child, the 
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injured worker, the disabled veteran, and 
the chronically disabled. The second part, 
dealing with the principles of rehabilitation, 
emphasizes vocational guidance, training, and 
placement. One chapter deals with physical 
restoration which so many erroneously con- 
sider to be the whole field of rehabilitation. 
The third section is concerned with mental 
and emotional disability, the orthopedic pa- 
tient, the blind and the deaf, and medical and 
surgical invalids. The fourth section relates 
the history of legislative and administrative 
progress in rehabilitation. There is also a 
list of major centers and agencies for the 
handicapped. G. K. Stittwett, M.D. 
Physical Medicine and Rehabilitation Group 

Vinneapolis, Minnesota 


Diseases of Women 
Robert James 


tion, 1953. St. 

pages. $18.50. 
This tenth edition of a long and well-estab- 
lished text maintains the excellence and 
thoroughness of the previous revisions. There 
are considerable additions of new material, 
particularly in connection with human em- 
bryology, gynecologic endocrinology, psy- 
chosomatic problems and cancer of the geni- 
tal tract. This last material should be of 
particular interest to those concerned with 
geriatric medicine. Nearly one hundred pages 
are devoted to cancer of the uterus. 

This is one of the best, if not the best, 
standard textbook on gynecology. Format, 
typography, paper and binding are excellent. 

Epwarp J. Streciitz, M.D. 
Washington, D.C. 


Crossen, M.D., tenth edi- 
Louis: C. V. Mosby Co. 935 


Patients Are People 


Minna Field, 1953. New York: Columbia 

University Press. 244 pages. $3.75. 

This is a warm, readable, constructive book. 
It is written by an experienced social worker 
who has learned much by her years of con- 
tacts with the sick and is able to communi- 
cate the fruits of her observations. As assist- 
ant to the chief, Division of Social Medicine, 
Montefiore Hospital, New York, she has had 
ample opportunity to study the social, psy- 
chological, and economic problems of the 
chronically ill. 

There is much wisdom in this book. It 
should be read by all who deal professionally 
with the care of the chronically ill. The rela- 
tionship between aging per se and the in- 
cidence and degree of disablement from 
chronic illness is too well known to require 
comment; more than 5 per cent of people of 
70 are incapacitated invalids. The book will 


be of particular interest to those concerned 
with. the problems of geriatric medicine. 

Epwarp J. Streciitz, M.D. 

Washington, D.C, 


The Nervous System 
Frank Netter, M.D., Vol. I of The Ciba 
Collection of Medical Illustrations. Sum- 
mit, New Jersey: Ciba Pharmaceutical 
Products, Inc., $6.00. 
This volume is the first of a series illustrating 
the major anatomy and pathology of all the 
systems comprising the human organism. 
There are 104 full-color plates illustrating 
the five sections which make up the book: 
Anatomy of the Spine, The Central Nervous 
System, Functional Neuro-Anatomy, the 
Autonomic Nervous System, and Pathology 
of the Brain and Spinal Cord. Many illustra- 
tions are simplified but are adequately com- 
prehensive for a complete presentation of 
the subject matter. Others are entirely 
schematic and clarify points equally well. 
At a time when great stress is placed upon 
visual aids to accompany the written word 
in the educational process, these illustrations 
eine legends and descriptions by Drs. Kap- 
lan, Kuntz, and von Bonin commend them- 
selves to all who are teaching or are learn- 
ing the functions of the nervous system. 
With a subject index at the back and al! 
plates listed and paged in the table of con- 
tents in the front, this atlas should afford 
easy access to pertinent material and be 
equally vaiuable to the busy practicing phy- 
sician as well as to the teacher and student 
of medicine. IncA PLATOU 


Minneapolis, Minnesota 


Live Better After Fifty 

Ray Giles, 1953. New York: McGraw- 

Hill Book Company, Inc. 205 pages. $3.50. 
This little book is but another of the many 
enthusiastic, wishful-thinking, but superficial 
and somewhat unrealistic efforts at reassur- 
ance for the aging that have been appearing 
so frequently in the last few years. It is filled 
with the concept of “keeping busy.” The 
author was an advertising copy writer before 
his own retirement. 

Those unimaginative people who have re- 
lied on advertising to tell them what they 
should do or desire will welcome this book. 
It can-do no harm; it may help some. It is 
sound as far as it goes but it doesn’t go very 
far. The innumerable suggestions regarding 
hobbies are presented with confident assur- 
ance of sure cure. They tell “how” but there 
is little serious consideration of “why.” Mr. 
Giles’ formula for happiness appears to be 
“keep so busy you will have no time to 
think.” This is just a little too simple for 
truly mature adults. But for the many who 
are too young when old the book will be of 
considerable use. In recommending it to pa- 
tients the above distinction should be kept 


in mind. Epwarp J. Streciitz, M.D. 


Washington, D.C. 














Peptic Ulcer in the Aged and Gastric Car- 
cinoma in Their Relationship to Arterio- 
sclerosis. 


ARTHUR ELKELEs. Am. J. Roentgenol., Rad. 


Ther. and Nuclear Med. 70:797-803, 1953. 
Gastric ulcer is frequently associated with 
calcification of the abdominal aorta but such 
calcification is rare in gastric carcinoma. 
Calcification of the abdominal aorta is best 
visualized during barium meal examination 
with the patient erect in the right oblique 
position. However, roentgenograms with the 
Potter-Bucky grid, the patient lying on his 
left side and the tube centered between the 
second and third lumbar vertebrae are more 
reliable. 

Since arteriosclerosis has been linked 
etiologically with benign gastric ulcers in 
the older age group, the fact that 75 per cent 
of these patients show calcification of the 
abdominal aorta is not surprising. Calcifi- 
cation is no more common in patients with 
duodenal ulcers than in controls. Calcifica- 
tion is rare, 4.3 per cent, in patients with 
gastric carcinoma. These studies suggest 
that calcification of the abdominal aorta 
shown on roentgenograms is evidence in 
favor of benign gastric ulceration. 


The Influence of Age, Anesthesia and 
Cerebral Arteriosclerosis on Cerebral 
Vascular Activity to CO.. 


James E, Scuteve and WILLIAM P. WILSON. 

Am. J. Med. 15:171-174, 1953. 

Cerebral blood flow was measured before 
and after inhalations of 5 and 7 per cent car- 
bon dioxide. Inhalations were found to 
greatly increase cerebral blood flow in nor- 
mal subjects of all ages and in patients with 
senile dementia without evidence of cerebral 
vascular accident. There was little increase 
in flow in subjects under thiopental anes- 
thesia or in patients who had had a cerebral 
vascular accident. 

Changes in cerebral blood flow with car- 
bon dioxide inhalations can be used to sep- 
arate certain patients with senile dementia 
due to primary parenchymal brain degenera- 
tion from those with dementia secondary to 
cerebral vascular disease. Subjects with a 
large increase after such inhalations are 
unlikely to have generalized cerebral vascular 
disease. However, a small increase in flow 
with carbon monoxide inhalations does not 
establish the diagnosis of cerebral vascular 
disease because other conditions can prevent 
a large increase in flow with carbon mon- 
oxide inhalations. 





Digests from Current Literature 


‘rate than did the 


Age Changes in Heart Rate and Blood 
Pressure Responses to Tilting and 
Standardized Exercises. 


ArtHuR H. Norris, NATHAN W. SHOCK, 
and Marvin J. YrenoGsv. Circulation 8 :521- 
526, 1953. 

Changes in posture and changes in age should 
be reflected in cardiovascular and metabolic 
recovery curves following exercise. This 
conclusion was reached after studying effects 
of postural changes and standardized exer- 
cise on heart rate and auscultatory blood 
pressure of human males 20 to 92 years of 
age. One hundred and forty individuals were 
subjected to tilting and step-test exercises 
to ascertain ability of the human subject to 
make proper hemodynamic adjustments. 

The progressive adaptations of systolic 
blood pressure following change in position 
were more or less uniform for all age groups 
except after a 45-degree tilt from the hori- 
zontal. In this case, the older subjects showed 
a larger drop in systolic pressure with a 
slower recovery than did the young. This 
less adequate response of the older individ- 
uals to the small postural shift may be due 
to a less sensitive vasomotor response or 
to a differential aortic distensibility between 
old and young. 

The diastolic pressure levels, on the other 
hand, remained unchanged following a 45- 
degree tilt. Changes in diastolic pressure 
may be considered to reflect changes in 
arterial resistance if pulse pressure and heart 
rate do not change in the same direction. 
Similarly, changes in diastolic pressure are 
opposite to the changes in pulse pressure 
following tilt to 45 degrees and back to a 
horizontal position. In this case, the 20-year- 
old group showed the greatest and most 
rapid change. 

After exercise equivalent to 222 kilogram- 
meters of work in 1.5 minutes, older people 
showed slower recovery from greater in- 
crease of systolic blood pressure and heart 
young. Diastolic blood 
pressures showed similar time curves for 
different age groups. 

Even without postulating a difference in 
cardiac output, the fact that (1) the older 
people recover from these greater increases 
in systolic blood pressure and heart rate 
more slowly than the young, and that (2) 
older subjects compensate the changes 
caused by tilting more slowly than do the 
young, suggest that there is a component 
of hemodynamic equilibration at the vaso- 
motor level which may contribute to the 


slowing of metabolic recovery in older indi- 
viduals following exercise. 
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A Rheumatoid Syndrome Occurring in 
the Elderly. 


L. Bacratunt, M.D., 

12 :98-104, 1953. 

A painful disease much like the early stage 
of rheumatoid arthritis may start during or 
after middle age. 

Generalized aching involves particularly 
the shoulders and cervical region, but often 
the back, chest, abdomen, and limbs. Joints 
may be spared. Intermittent fever occurs 
with sweating, severe weight loss, anemia, 
and high sedimentation rate. 

No diagnosis was made among 7 cases in 
men and women aged 57 to 73 years, other 
than pyrexia of unknown origin, and the 
term rheumatoid disease seemed appropriate. 

The first symptoms are general malaise, 
loss of appetite, temperature at times up to 
103° F. or above, and rapid pulse. Episodes 
of diarrhea and vomiting, conjunctivitis, or 
erythematous rash may occur. Chest pains 
may be sharp but are rarely pleuritic. 

Affected joints are not red or swollen, 
and movements have full range but are dif- 
ficult, owing to discomfort. 

Lymph nodes are sometimes enlarged, with 
or without splenomegaly. The sedimentation 
rate is usually 100 to 130 mm. per hour. 
Polymorphonuclear leukocytosis may develop 
and is often associated with lymphocytosis. 
Leukopenia occurs in severe cases. Blood al- 
bumin falls, and globulin may rise. Fibrino- 
gen is high, frequently 900 mg. per cent. 

Chest films may have vague transient 
shadows or opacities, and bones may appear 
somewhat decalcified, yet joints do not show 
roentgen change in the typical case. 

The syndrome fluctuates for months or 
years and eventually tends to subside. 


Ann. Rheumat. Dis. 


Dermatologic Problems of Geriatric 
Patients. 


Rospert C. THompson. J. Tennessee M. A. 


46 :316, 1953. 
Senile skin shows decreased elasticity and 
subcutaneous fat and increased melanin pig- 
mentation. Dryness and slight scaling may 
be seen over the shins, hips, and shoulders. 
Functional changes include decreased sweat- 
ing and sebum formation and increased ir- 
ritability. Local hormones may be of some 
value but should be physician-supervised. 

Eczema is the most common lesion, often 
contact in type. Wet eruptions are dried with 
Burow’s solution compresses or oatmeal col- 
loidal baths. Topical applications include 
calamine liniment, Vioform and 2 per cent 
crude coal tar ointment. Local antihistamine 
preparations are prone to irritate and sen- 
sitize. Stubborn dermatosis warrants therapy 
designed to counteract macrocytic anemia 


and impaired liver function. Crude liver ex- 
tract, vitamin Bie, folic acid, vitamin B com- 
lipotropic 


plex, iron and, in some cases, 


factors are used. Thin, fixed dressings of 
tubular, woven gauze may be valuable. 

Skin tumors are next most common. Senile 
angiomas, seborrheic keratoses and cutaneous 
tags are usually harmless. Curettement and 
light electrodesiccation under local anes- 
thesia may be used for cosmetic effect. Small 
basal and squamous cell carcinomas can be 
totally excised or curetted and desiccated 
until all the malignant tissue is destroyed. 
Larger lesions are more painlessly treated 
with fractional doses of x-ray or radium 
needles. 

Herpes zoster is often painful and dis- 
abling. Long standing pain, motor paralysis, 
skin gangrene, or postherpetic neuralgia are 
likely. Underlying Hodgkin’s disease, leu- 
kemia, cancer, or drug intoxication should 
be ruled out. Therapy includes vitamin Bi», 
blood and plasma transfusions, analgesics 
and sedatives, and filtered x-ray to the af- 
fected ganglion. 


Serum Cholesterol Levels in Elderly 
People Living at Home. 


W. Hopson, ArTHUR JoRDAN, and CIssIr 

RosEMAN, Lancet 265 :961, 1953. 

The serum cholesterol levels in elderly men 
and women living at home are significantly 
higher than in control groups of younger 
people. Ninety-eight men past 65 and 141 
women past 61 were examined in_ their 
homes. These people lived alone or with hus- 
band or wife. Although nearly every sub- 
ject had some physical abnormality such as 
elevated blood pressure, angina, arterio- 
sclerosis, or bronchitis, only 4 had a disorder 
of thyroid function or glycosuria and were 
eliminated from the study. Chest x-rays were 
carried out routinely to identify any aortic 
calcification and the eye grounds were ex- 
amined for arteriosclerotic retinitis. Over 
half of the patients also weighed their food 
for one week. Blood samples were taken at 
varying times of the day and analyzed for 
cholesterol content by several methods. The 
values obtained were compared with the 
cholesterol levels in healthy young adults. 

The. amount of blood cholesterol was 
higher for women than men in both aged 
and control groups, but older men had a 
higher value than either young men or young 
women. For men past 60 the cholesterol 
range varied from 176 to 409 mg. per cent 
with a mean of 268 mg. In older women the 
range was from 200 to 481 mg. per cent with 
a mean of 310 mg. 

There was no correlation between fat in- 
take and cholesterol levels in men, but an 
increased ingestion of fat in women raised 
the serum cholesterol. Obesity as measured 
by the thickness of the abdominal wall did 
not affect the cholesterol in men but obese 
women had a higher value. 
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Advantages and Risks of Preserving the 
Ovary After the Age of Forty-five. 


Ciype L. RanpaLLt. New York State J. Med. 

53 :2467-2471, 1953. 

Preserving the ovaries in a woman over 40 
is usually regarded as not sufficiently impor- 
tant to warrant the risk that malignancy 
may develop if an ovary is not removed at 
the time of indicated hysterectomy. The ad- 

vantages of preserving the ovary after 45, 
however, have not been thoroughly investi- 
gated. Clinical evidence does indicate con- 
tinuing ovarian function years after the 
patient’s menopause. The probability of a 
woman over 45 developing ovarian malig- 
nancy, as revealed by the New York State 
figures, would not seem to warrant the re- 
moval of normal-appearing ovaries merely 
as a prophylactic measure. 

The chance of bilateral pathology, not 
grossly evident but already developing in the 
other ovary, does indicate careful inspection 
and bisection of the opposite ovary before 
calling it normal and uninvolved by a neo- 
plasm present on one side. 

Resection of the ovary rather than 
oophorectomy may be desirable in the pres- 
ence of benign lesions provided preservation 
of ovarian tissue in the woman past 45 can 
be shown to be desirable or essential. 


Diabetes Mellitus in the Aged. 


JoserH I. GoopMAN and LeEonarp B. GoLp- 
BERG. Ohio State M. J. 49:981-985, 1953. 


When the onset of diabetes mellitus occurs 
at age 60 or later, the disease is unlikely to 
be severe as the diabetes of youth, but is 
usually complicated or camouflaged by other 
infirmities of age. 

In the majority of 59 such cases reviewed 
by the authors, onset was between the ages 
of 60 and 64, but some new cases were over 
80. All had associated illnesses of which the 
most common was atherosclerosis which 
occurred in all but 2. Next most common 
were ophthalmologic conditions. Other ail- 
ments included prostatic hypertrophy, vari- 
veins, infections, hernia, arthritis, and 
hypertension. 

Forty-two of these patients had been over- 
weight for many years and though some had 
lost weight prior to the onset of diabetes, 40 
were still overweight. Only 2 had ideal 
weight. About half came to the physician 
because of diabetic symptoms. The rest had 
considered the diabetic symptoms unworthy 
f notice and consulted the physician because 
of an associated illness. 

Sixty per cent of cases showed severe and 
40 per cent showed mild glycosuria. Acetone 


cose 


was found in only 3 cases, perhaps an indica- 
tion that elderly patients are not as likely as 
younger ones to develop acidosis. 

Diabetic coma, though not as common in 
is extremely 


1 . . = 
the aged as in the young, ser- 


ious and caused a death in the present series. 
Management is routine, remembering, how- 
ever, the danger of hypogycemia and of over- 
loading the system with fluids. 


Metabolic Bone Changes With Aging. 


GrorGE W. CHAMBERLIN. Pennsylvania M. J. 

56 :984-985, 1953. 

Senile osteoporosis is characterized by a de- 
ficiency in the organic matrix of bone. 
Hormones, diet, vitamins, salicylates, physio- 
therapy, and rest with support are helpful. 
Overdosage of calcium or vitamin D cause 
hypercalcemia, hypercalciuria, calcinosis, and 
renal insufficiency. 

Paget’s disease involves one or more bones. 
X-ray Shes reveal biphasic demarcated 
lesions with some areas showing an osteolytic 
and others an osteoblastic appearance. Flat- 
tening of the skull and vertebrae and bowing 
of the legs may result. Pressure on the 
cranial nerves may occur. Sarcomatous de- 
generation is seen. High protein diet, anabolic 
hormones, ascorbic acid, and balanced min- 
eral intake are indicated. 

Degenerative joint disease causes disabil- 
ity. Cartilage ulceration, splitting, fibrilla- 
tion, and erosion usually increase with time 
and trauma. Symptoms are usually insidious. 
Rest, reassurance, and physiotherapy are in- 
dicated. Salicylates and local hydrocortisone 
injections help carry patients through pe- 
riods of acute distress. 


Management of the Postmenopausal 

Woman. 

JoHN Weep. Postgrad. Med. 14:370-373, 

1953. 

Management must begin with an adequate 
history and physical examination. Problems 
with a physical basis include local irritation, 
vaginal bleeding, pelvic discomfort, and coital 
disturbances. 

Vaginal spotting or frank bleeding should 
be thoroughly investigated to rule out can- 
cer. Biopsy should be obtained when pos- 
sible. Bleeding from the upper genital tract, 
undiagnosed, should be treated by hyster- 
ectomy and oophorectomy rather than pro- 
crastination. 

Pelvic discomfort may point to cystocele, 
rectocele, uterine prolapse, or a combination 
of these. Appropriate surgical repair will 
relieve the symptoms of discomfort. Loss of 
libido and atrophic changes in the genitalia 
lead to coital disturbances. 

The patient should be made cognizant of 
the meaning of her symptoms. Reassurance 
coupled with frank discussion of domestic 
difficulty, anxiety, and neurosis, is the prin- 
cipal therapy required. Oral administration 
of estrogens may be helpful in selected cases 
but most patients with the menopausal syn- 
drome need no such therapy. 
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easily digestible protein in 
Knox Concentrated Gelatine 
Drink probably helps too! 


HOW TO ADMINISTER KNOX 
CONCENTRATED GELATINE DRINK 


Each envelope of Knox Gelatine 
contains 7 grams which the pa- 
tient is directed to pour into a 
% glass of orange juice, other 
fruit juices or water, not iced. 
Let the liquid absorb the gela- 
tine, stir briskly, and drink at 
once. If it thickens, add more 
liquid and stir again. Two en- 
velopes or more a day are average 
minimal] doses. Each envelope 
contains but 28 calories. 


FOR YOUR PATIENTS’ PROTECTION 


Be sure you specify KNOX so 
that your patient does not mis- 
takenly get factory-flavored gela- 
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85% sugar. 
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GERIATRICS an the NEWS 


All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 





International Gerontological 
Congress 

The Third International Gerontological 
Congress will meet in London and Ox- 
ford, England, July 12 to 22, 1954. 

Convoys Ltd. of England has been ap- 
pointed Travel Agent to the Congress. 
United States office is at 1133 Broadway, 
New York 10. Communications regard- 
ing travel and accommodations are in- 
vited. All other communications should 
be sent to Mrs. A. Humpage, British Or- 
ganizing Secretary, B. M. A. House South, 
Tavistock Square, London, W. C. 1, Eng- 
land. 

American Committee of Cooperation 
includes Dr. W. B. Kountz, chairman, 
Dr. Wilma Donahue, Dr. A. I. Lansing, 
Dr. W. O. Thompson, Dr. J. E. Kirk, and 
Dr. E. V. Cowdry. Americans wishing to 
take part should write to Dr. Kountz, 
5600 Arsenal St., St. Louis, Missouri, or 
to any member of the committee. 


European Gerontological Travel 
Seminar 


A study tour under the leadership of Miss 
Ollie A. Randall, consultant in Services 
for the Aged in the Community Service 
Society of New York, will attend the Third 
International Gerontological Congress in 
London, July 19 to 23, and obtain first 
hand knowledge of how the economic and 
social problems of the aging are handled 
in a number of European countries. 

A substantial portion of the itinerary 
will be devoted to Norway, Sweden, and 
Denmark, with a short seminar on the 
Problems of the Aging to be held the first 
week of August in Denmark. The tour will 
also visit Amsterdam, Brussels, Paris, and 
Edinburgh, with an extension to Switzer- 
land, including a short seminar at Geneva. 

The basic tour is scheduled to last 31 
days, leaving New York Saturday, July 
17. Full information is available by writ- 
ing Affiliated Schools and Seminars for 
International Study and Training, Inc., 
44 West 63rd Street, New York 23, N. Y. 
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Coming Meetings 

A working conference covering the entire 
field of aging will be held by the Oahu, 
Hawaii health and welfare agencies. Seven 
committees to plan subject matter have 
been set up for the Territory-wide meet- 
ing tentatively scheduled for February. 

The second Southern Regional Confer- 
ence on Recreation for the Aging will be 
held April 4 to 6 at Chapel Hill, North 
Carolina. For further information, address 
Harold D. Meyer, Box 1139, Chapel Hill. 

The International Academy of Procto- 
logy will hold its sixth annual conven- 
tion at the Palmer House, Chicago, April 
8, 9, 10, and 11, 1954. Much of the pro- 
gram has been planned to serve the inter- 
ests of the general practitioner. For 
further information write to the executive 
office of the Academy, 43-55 Kissena 
Boulevard, Flushing, New York. 

The Second World Congress of Car- 
diology and the scientific sessions of the 
American Heart Association will be held 
jointly in Washington, D. C., September 
12 to 17. Abstracts for papers from coun- 
tries other than the United States must be 
received at the national office of the Asso- 
ciation, 44 E. 23rd Street, New York 10, 
on or before March 1; abstracts from the 
United States and Canada, by April 1. 

« 
Fellowships Available 

The National Foundation for Infantile 

Paralysis announces the availability of a 

limited number of postdoctoral clinical 

fellowships in physical medicine and re- 
habilitation to candidates who wish to be- 
come eligible for certification in that field. 

A limited number of short-term fellow- 

ships are also available to physicians who 

wish to become better acquainted with 
physical medicine and rehabilitation as 
it relates to their particular specialties. 

Complete information may be obtained 
from the Division of Professional Educa- 
tion, National Foundation for Infantile 

Paralysis, 120 Broadway, New York 5. 

(Continued on page 96) 
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A note from the Doctor 
who prescribes: 


“CLIMB STAIRS SLOWLY” 


when he’d like to say: 


“DON'T CLIMB STAIRS” 


SHEPARD 
HomeLIFT 














SHEPARD 
EscaL FT 





Why let your patients gamble with stair climb- 
ing? The Shepard HomeLIFT, the quality residence 
elevator, or EscaliFT, a residence stair climber, 
costs less than a medium priced automobile. 
Both are designed for persons who cannot or 
should not climb stairs. Safe—easy to install 
—simple to operate—no special wiring required. 
Gives patients greater freedom. Ends stair 
climbing drudgery. Write for complete literature. 


““Manufacturers of high-speed passenger 
elevators for commercial buildings’’ 


SHEPARD 


E lt ££ Vee © RR S 


THE SHEPARD ELEVATOR CO. 
5013 Brotherton Road, Cincinnati 9, Ohio 








(Continued from page 94) 

Telecolor Cancer Clinics 

A series of 30 one-hour closed circuit 
color television programs has been sched- 
uled by the American Cancer Society for 
viewing in Boston, Philadelphia, Pitts- 
burgh, Detroit, Toledo, and New York. 
Dates and programs for February include: 
February 3, Cancer of the Skin and Can- 
cer of the Central Nervous System; Feb- 
ruary 10, Lymphomas and Leukemias; 
February 17, Management of Advanced 
Cancer; and February 24, Cancer De- 
tection. 


Home Becomes Teaching Center 


The Home for the Jewish Aged in Phila- 
delphia has been affiliated with Hahne- 
mann Medical College and Hospital of 
Philadelphia for the purpose of research 
in the problems of old age. Dr. Nathan 
Blumberg, medical director of the home, 
has been appointed professor of geriatrics 
at Hahnemann, and the other physicians 
on the staff of the home will serve as 
faculty members at Hahnemann, spe- 
cializing in geriatrics. Hahnemann sen- 
ior medical students will study geriatrics 
at the home and serve as clinical clerks. 


New Clinics and Hospitals 

A clinic specializing in the ills of the aged 
was recently dedicated at Beth Israel Hos- 
pital, New York City. Dedication of the 
six-story granite and brick structure was 
made by Hon. Alben W. Barkley. 

A new Rehabilitation Institute has been 
established in Chicago, patterned after the 
New York University-Bellevue Medical 
Center Institute of Physical Medicine and 
Rehabilitation. Director of the institute is 
Dr. Ben L. Boynton, professor of physical 
medicine and rehabilitation, Northwestern 
University Medical School. 

The Highland View Cuyahoga County 
Hospital, Cleveland, was recently opened 
for the care of the chronically ill. Extra 
wide corridors with hand rails on each 
side allow for passage of a large number 
of wheelchair and crutch-walking pa- 
tients. The 448-bed hospital has an affilia- 
tion with Western Reserve University, 
whereby the school of medicine has teach- 
ing and research privileges. 

(Continued on page 98) 
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AUTOETTE... the Perfect Car for 
the Physically Handicapped 
Your infirm and physically-handicapped pa- 
tients can now lead a happier, more useful life 
... because of AUTOETTE, the easiest of all 
cars to drive. 

The beautiful little electric AUTOETTE— 
with its simplified hand controls—is safe, quiet, 
powerful. ..just the thing for paraplegics! 

Doctor, if your patients need mobility for 
outdoor activity, the AUTOETTE is a safe and 
efficient recommendation. 

Costs only 3 cents a day! 
The AUTOETTE costs so /ittle to 
buy...and practically nothing to 
operate. Only 3 cents for elec- 
tricity for 30 miles of driving! 











For complete information and name 
of nearest AUTOETTE Dealer, write: 


AUTOETTE, Inc. * dep. 2612 


730 West Esther Street 
Long Beach, Calif. 








GERIATRICS 






(Continued from page 96) 


Housing for Aged 


The New York State Housing commis- 
sioner has announced that a substantial 
number of apartments equipped to serve 
the needs of the aged and orthopedically 
handicapped are to be provided in state- 
aided public housing projects for persons 
of low income. Special installations for 
the aging include: bathtubs with seats, 
nonslip bathroom floors, no thresholds, 
electric instead of gas stoves, cabinets at 
lower levels, apartments on the sunny 
side, and extra heat. 


Southern Conference 


The Fourth Annual Southern Conference 
on Gerontology met January 27 and 28 
at the University of Florida, Gainesville, 
to consider “Economic Problems of Re- 
tirement; the Impact of Change and In- 
stability on Savings and Pensions. Joining 
the conference this year was the National 
Committee on Aging of the National 
Social Welfare Assembly. An additional 
meeting was held January 29, to discuss 
living arrangements for older people. 


THERAPEUTICALLY EFFECTIVE 


cum methyl salicylate 


indicated wherever the stimulating and metabolic 


effects of IODINE in IODEX and the analgesic action of Methyl 


Salicylate are needed topically and for percutaneous absorption. 


For strains, sprains, painful joints and 


aching muscles e rheumatic pains e relieves 


itching in skin diseases. 


| Samples and literature sent on request. 













MENLEY & JAMES, LTD., 
70 WEST FORTIETH STREET, NEW YORK 18, N. Y. 














PROTEIN ANABOLIC STEROID HORMONE COMBINATION 


















With Combandrin, the tired. elderly patient lacking the 
metabolic support supplied in earlier years by gonadal 


hormones can often be made stronger, more alert. For- 





mation and retention of protein are promoted, aging bone 
can be given a “new lease” on life, and mental and emo- 
tional reactions may be favorably influenced. More per- 
sons can “live” —not merely exist—in their sixties. seven- 


ties and eighties. For, the overall results of Combandrin 





therapy (balanced androgen-estrogen steroid therapy) 


in the aged~“‘is a lessening of the degenerative state . . . 
Kountz, W. B.: Ann. Int. Med. 35:1055, 1951. 


SUPPLIED: Each ce. contains 1 mg. estradiol benzoate and 20 
mg. testosterone propionate in sesame oil, for intramuscular in- 
jection. In single-dose disposable Steraject® cartridges and in 


10 ce. multiple-dose vials. 


Also, Combandrets* androgen-estrogen combination in con- 


venient tablet form for absorption by transmucosal route. 


PFIZER SYNTEX PRODUCTS 





PFIZER LABORATORIES, Brooklyn 6, N.Y. 


c. * TRADEMARK 






DIVISION, CHAS, PFIZER & CO., IN 
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WHICH LINE 
IS 
LONGER? 


Perhaps you'll have to measure 
it to convince yourself, but both 
lines are the same length. By 
measuring RESULTS, you'll also 
be convinced. 
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Write Today 
for Free Samples 
and Literature 











THAT . . . ANY WAY YOU LOOK AT IT 
YOU'RE ALWAYS RIGHT WITH 





METHEPONEX® 


CAPSULES 


. . « The balanced preparation based on whole liver 
contains all the known lipotropic factors: choline, methio- 
nine, inositol, vitamin By,2, pyridoxine, plus all other B 
complex and other as yet unidentified active principles 
in liver. 


. . . For complete lipotropic therapy ... in hepatic 
disturbances associated with hypercholesterolemia, ather- 
osclerosis, obesity, diabetes, alcoholism, etc. . . . especially 
valuable in retarding and reversing certain degenerative 
processes of advancing age. 


In bottles of 100, 250 and 500 


. the proper object of nutritional therapy is the 
treatment of the whole organism with reasonably 
balanced preparations and not simply a pharmacological 
attack upon the liver with massive doses of a single 
substance." The Technic of Nutritional Therapy, M. S. 
Biskind, M. D., Amer. J. Dig. Dis. Vol. 20, No. 3, Mar. 1953. 


RAWL CHEMICAL COMPANY 


303 FOURTH AVENUE @ NEW YORK 10, N. Y. 

















OF BOWEL MOVEMENT 


Normal bowel movements are eas- 


ily secured with Petrogalar. This 

ow oil-in-water emulsion promotes the 
agevrnth” development of normally hy- 
drated, comfortably passed stools. 
After re-establishment of normal 
bowel habit dosage may, in many 


cases, be tapered off. 


PETROGALAR 


Aqueous Suspension of Mineral Oil 


pHil 
















WHOLE PROTEIN 
SUPPLEMENTATION 






Points the Way to \ / 
Economical-Palatable / 











A specially prepared, spray dried 
modified cow's milk, which mixes readily 
with water, milk or other beverages and foods. 
It may also be incorporated into desserts, 

cereals, batters, etc. HI-PRO tastes so good 
patients enjoy taking it. 










Protein — 
Calcium - 1+ 
Calories — 
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Protein — etl 
Calcium — 2. i 
Calories — 10 
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Send for 
pi-pRO - 102". Cali “ Samples and 
a Food of Choice Calor Documented 
Booklet 


on HI-PRO... 
its uses in 
adult 

therapy. 


Available at all pharmacies 
in 1 lb. vacuum tins. 


Sachson- Mitchell Pharmaceuticals, Ine. 


Ww EFFERSON BOULEVARD 


° CULVER CITY * CALIFORNIA © SINCE1934 ° 
PRODUCTS 
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RAUWOLFIA 


BENEFITS 
MILD TO 

SEVERE HYPERTENSION 
> hypotensive effect—gradual, safe, distinctive. 
> pulse rate is slowed, easing strain on heart. 
> symptomatic improvement—often dramatic. 
> tranquility without drowsiness. 
> well tolerated for months. 
» dosage requires no critical adjustment. 
> postural hypotension not induced. 


> protection against vascular traumatic 
accidents. 


EACH TABLET CONTAINS : 








PREVENTION OF SKIN EXCORIATIONS 


DUE TO URINARY INCONTINENCE 


DECUBITUS 
ULCERS 


SUPRAPUBIC 
SINUS 











URETEROSTOMY 
SINUS 


=” 


NEPHROSTOMY 


SINUS 


without fear of boric acids cumulative 
toxicity by transcutaneous absorption 


Borie acid’s toxicity, by cumulative transcu- 
taneous absorption frequently resulting in death, 
has brought decided disfavor to this once re- 
spected chemical.!:*:*-4.>.6 

Boric acid solutions greater than 2%. formed 
with commercial borated dusting powders in the 
presence of moisture. may be detrimental to 
natural phagocytic protection.’ 

An alarming series of unfavorable reports 
on boric acid has led the U. S. Armed Forces to 
suggest that use of boric acid is unreasonable, 
when an effective, non-toxic alternate is avail- 
able.*’ 


BORIC ACID POISONINGS 

1. Ross, C. A A. J. Surg. 60:386 

2. Watson, E. H.: J.A.M.A. 129 

Abramson, H.: Pediatrics 4:7 yy 

McNally, W. D.: Medical Record 160:284 

Pfeiffer, C. C.: J.A.M.A. 128:266, 1945 

3. Brooke, C.: Am. J. Dis. Child. 82:465, 1951 
Novak, M.: J. A. Ph. A. Se. Ed. XL:428, 1951 

U. S. ARMED FORCES FIND 


8. Camarata, S. J.: U. S. Armed Forces Med J, 2:3, 1951 









(METHYL 


BENZTETHONIUM CHLORIDE 


Diaparene Chloride is a safe deodorant-anti- 
septic that remains antiseptic even in the pres- 
ence of proteinaceous matter. Tabletized to make 
solutions for wet or dry dressings, or impregna- 
tion of breech cloths, draw sheets, bed linens. 
Also available as an ointment and dusting pow- 
der. May be used liberally on bed sores and 
urinary excoriations, without fear of boric acid’s 


cumulative toxicity. !0-11-12:18.14,15,16 


Write Today for professional instruction sheets 
on “HOW TO NURSE THE BEDRIDDEN 
AND AMBULATORY INCONTINENT.” Kink!- 


ly state quantity of sheets desired. 


9. Kunkel, A. M.: U. S. Army Chemical Center, Med, Div. Special 
Report No, 2, 1950 

SAFETY, EFFECTIVENESS OF DIAPARENE CHLORIDE 

10. Benson, R. A.: J. Ped. 31:4, 1947 

11. Ibid.: J. Ped. 34:1, 1949 

12. Nagamatsu, G.: Geriatrics 4:5, 1949 

13. Niedelman, M. L.: J. Ped. 37:762, 1950 

14, Latlief, M. A.: J. Ped. 39:730, 1951 

15. Silverstein, M. E.: Am. J. Nursing 52:63, 1952 

16. Fanchon, J.: J. Am, Pharm, Assn, 37:272, 1948 





® DEPT. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORP., 380 SECOND AVENUE, NEW YORK 10, N. Y. 
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this convalescent patient could gain 20 pounds 


with palatable oral fat emulsion 


An unusually palatable dietary additive, EDIOL 
can be taken alone and also combined 

with a variety of foods. Just two tablespoonfuls 
q.i.d. of this delicious oral fat suspension 

provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 


EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (124%), supplied in bottles of 16 fluid ounces. 


caloric boost without gastric burden 


New York 1, New York 
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‘l’m no Rembrandt, but...” 


Life can be well worth living in the later years, if due regard 
is given to the altered requirements of the aging patient. 
Lederle’s geriatric products, selected to meet the individual 
need, provide a convenient means of supplementing the 
diet, adding ‘‘more life to the years . . . more years to life.” 


Vitamin-Mineral Supplement Capsules 
Vitamin-Mineral Supplement Liquid 


Vitamin-Mineral Protein Supplement Powder 


= 


a complete geriatric line 


Vitamin-Mineral-Hormones Capsules 


LEDERLE LABORATORIES DIVISION 


american Cyanamid company 30 Rockefeller Plaza, New York 20, N.Y. 








! 
without hospital care 






POINGNGE Sublingual Tablets 
and ampuls 


The. 

benefit - Hydergine actsat several elses prod 
H ypotensive effect 

Bradycardic effect (reducing heart a 
Diminished vascular resistance 
Anti-stressor action 


DAMPENING OF: 














VASOMOTOR IMPULSES 


PRESSORECEPTOR 
REFLEXES 


STIMULATION OF 
VAGAL CENTERS 





ADRENERGIC : 

BLOCKADE In addition to its hypotensive action, eipiceaiaes 
controls hypertensive symptoms, e. g., headache. 
dizziness, fatigue, etc. Hydergine is practical for 
long range therapy of active ambulatory ie 
where safety is a prime consideration, ‘ 

DOSAGE RANGE: 

Sublingually: 4 to 6 tablets daily : 

: \ Intramuscularly: 1 to 2 cc.ampul solution daily . 

or every other day. : 

Hydergine consists of equal parts of dihydroergo- 

cornine, dihydroergocristine and dihydroergo- 

kryptine as methanesulfonates. 

Each tablet contains 0.5 mg. 

Each 1 cc. ampul contains 0.3 mg. 

‘Write for booklet giving references 

or inquire of your Sandoz Representative 


S& VASORELAXANT 









HYDERGINE 


Sandoz SEUTICALS 


t CHEMICAL WORKS, ING. 
AGO 2 * SAN FRANCISCOS 





© Sandoz Chemical Works, Inc., 1954 
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in atrophic 
or senile vaginiti: 


and pruritus vulvae 


TOPICAL ESTROGEN THERAPY 





1 aa 


team 
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Tatabeaabe’s 





vaginal estrogen therapy 





Whenever there are indications that the patient 
may be “‘caffein sensitive,”’ it does not mean he should "erage 
give up coffee. It only means he should not drink caf- = 
fein. As you know, Sanka Coffee is 97% caffein-free. 
New, extra-rich Sanka is a wonderful coffee, Doctor. 
You'll enjoy it yourself. 


SANKA COFFEE 


DELICIOUS IN EITHER INSTANT OR REGULAR FORM 





Products of General Foods 
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Synthroid 


Sodium L-Thyroxine 
0! 





indicated 
@ 
prescribe 
| D Tamiet . Cal. Me Silt * 
N Synthroid 
Sodium t-Thyroxine 
tablets 
& Synthroid Tablets contain pure, 


synthetic sodium t-thyroxine 
in crystalline form. Because 
Synthroid contains only the active 
principle of the thyroid gland, 
dosage can now be accurately 
determined and maintained. 
 - Offered in bottles of 100, 

es in 0.05, 0.1 and 0.2 mg. strengths, 
sage scored tablets permit adjustment 
of dosage in increments 
as small as 0.025 mg. 





e * tradename 


For a free sample of Synthroid Tablets merely TRAVENOL LABORATORIES, INC. 
write “Synthroid” on your Rx and mail to— 

Subsidiary of Baxter Laboratories, Inc, 

Marton Grove, Illinois 














THE POWER 
OF CURATIVE HYPEREMIA 


in minor muscular aches and pains due to 
exertion or fatigue, simple neuralgia and 
minor muscular strains 
In numerous disorders of the joints or muscles, 
your patient suffers from a vicious cycle of pain 
causing vasoconstriction, and of vasoconstriction 
causing pain. To help remedy this 
condition, apply RUBIGUENT. 
RUBIGUENT contains methyl nicotinate, 
the potent new penetrative agent, and histamine 
dihydrochloride, a powerful vasodilator. 
Methyl nicotinate makes it possible for the 
histamine and the glycol monosalicylate to 
penetrate tissues, where they promote 
prolonged, pain-relieving hyperemia with 
beneficial local warmth. 
SUPPLIED: TUBES OF ONE OUNCE 


RUBIGUEN T* 
RUBEFACIENT CREAM. WYETH a 4 “ 
Nyeth 

Rubefacient...counterirritant...local analgesic 


® 
*Trademark of related company Philadelphia 2, Pa. 
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Borcherat gil 











A New Dietary Management for 


S CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.' Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, Ll. J. and Frederik, W. S.: Malt 


etme ete ieee BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 


Journal-Loncet, 73:414 (Oct.) 1953, Sample 217 N. Wolcott Ave. * Chicago 12, Ill. 





DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 








B’ minimizing the monot- 
ony, the better flavor of 
Beech-Nut Strained Foods 
makes it possible for your eld- 
erly patients to get far more 
benefit and pleasure from 
their meals. 


JUNIOR FOODS 





% 
PEARS I fs) od 
© ey: ae 
WG ay NS ip 
A wide and appealing variety 
of Meat and Vegetable Soups, 


Ve bles, Fruits and Desserts e 
tol aia tema ied. i Add zest to soft food diets 

















Flavor makes meals appetizing 
for your elderly patients 


The finest of raw fruits, 
vegetables, and meats are sci- 
entifically processed to retain 
their tempting flavor and nat- 
ural food values in high de- 
gree. There is a wide variety 
for you to recommend. 


d STRAINED FOODS 


> have been accepted by the Council on Foods and Nutrition 
of the American Medical Association, not only for feeding 
$ of the young but also for special diets including the aged. 
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you needa 
WHOLE 
RAINCOAT 


for complete B complex protection 


supplies all 11 identified 
B vitamins plus liver and iron 


B complex protection may be needed by that overworked 
executive with ‘‘no time to eat”... by that balky 
youngster that turns up his nose at mealtime... by your 
elderly patient who doesn’t like the right foods—in fact, 
by anyone who eats poorly or sporadically or who 
requires an extra measure of vitamin support. 

Since ‘‘vitamins, especially those of the B complex, 
are closely interrelated” and ‘‘lack of availability of any 
one may affect the metabolism of the others,’ the 
importance of a complete B vitamin product is apparent. 

Mejalin provides all the identified B vitamins plus liver 
and iron as an extra safeguard for good nutrition. 

Two exceptionally pleasant dosage forms assure 
patient acceptance. 

1. Therapeutic Nutrition, Publication 234, 
National Research Council, 1952. 


One teaspoon of Mejalin Liquid or 
one Mejalin Capsule supplies: 


eG Giantidenscsvavabee 1 mg. 
ES re 1 mg. 
oe eee eT 10 mg. 
Pyridoxine: hydrochloride....... 0.2 mg. 
oe, Se eee 1 mg. 
EE Sola lo yawe chess vicea we 50 mg. 
| SESE Pa rer 20 mg. 
Vitamin Bra (crystalline)......... 3 mcg. 
i. EASA SR 0.2 mg. 
NE as ors hs sie akin Sis <' 2 0.02 mg. 
Para-aminobenzoic acid......... 0.5 mg. 
i BE EID sb 6 5 is 05:9.5 99104..0 0 300 mg. 
' Iron (from ferrous sulfate)......7.5 mg. 


Mejalin Liquid contains santhonel and sol- 
uble liver fraction N. F.; Mejalin Capsules 
contain calcium namactionats and desic- 
cated liver N. F. 

Mejalin Liquid: Bottles of 12 ounces. 
Mejalin Capsules: Bottles of 100 and 500. 
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MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 
























TO 
DRAIN 
THE 
EDEMA 
PATIENT... 


oO 
SALYRGAN- 


Solution + Tablets 
MERCURIAL-XANTHINE DIURETIC 


FOR EDEMA 
due to 
cardiovascular By a dual action on the kidneys which both increases the volume 
and renal of the glomerular filtrate and diminishes tubular resorption, 
insufficiency, Salyrgan-Theophylline rapidly produces copious diuresis. 
as well as The response to Salyrgan-Theophylline solution 
P Y phy 
hepatic does not “wear out” so that doses may 


usually be repeated as required, 
without loss of efficiency. 


cirrhosis 


With Salyrgan-Theophylline tablets taken orally, patients 
appreciate the gradual, non-flooding diuresis 
a and the greater convenience. Salyrgan-Theophylline tablets 
WINTHROP “can successfully decrease the patient's burden... 

aA\ either by decreasing the need for frequent mercurial injections 
or by actually replacing the injections entirely.” 


—~L>- 
aheisineneton 





1. Abramson, Julius, Bresnick, Elliott, 


ond Sapienzo, P. L.: mi 
New England Jour. Med., = LOM bine. 
243:44, July 13, 1950. 


NEW YORK 18, N.Y. WINDSOR, ONT. 








IN PREVENTIVE GERIATRICS 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. - Montreal, Canada 


“Mediatric” Capsules are specially formulated to 
meet the needs of your aging patients — the post- 
menopausal woman and the man over 50. Steroids 
and nutritional factors will effectively counteract 
declining sex hormone function and dietary inade- 


quacy, as well as interact to maintain the integrity 


of general metabolic processes. The mild anti- 
depressant will tend to promote a brighter mental 
outlook. “Mediatric’” Capsules will help your pa- 
tients enjoy better health now and in the years 
to come. 


Each capsule contains: 


STEROIDS 
Conjugated estrogens equine (“Premarin”@®). 0.25 mg. 
Methyltestosterone 
NUTRITIONAL SUPPLEMENTS 
Vitamin C (ascorbic acid) 
Thiamine HCI (B:) 
Vitamin B,,. U.S.P. (crystalline) 
Folic acid 
60.0 mg. 
200.0 mg. 
ANTIDEPRESSANT 
d-Desoxyephedrine HCl 


No. 252 — Supplied in bottles of 30, 100, and 1,000. 
SUGGESTED DOSAGE: 
Male: One capsule daily, or more as required. 


Female: One capsule daily, or more, taken in 21-day 
courses with a rest period of one week between courses. 








